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An Address 


ON THE 
PSYCHOSES AND THE PSYCHONEUROSES 
CONTRASTED FROM A PSYCHOLOGICAL 
POINT OF VIEW. 


(Abridged from a Lecture to the Manchester University 
Psychological Society.) 


By HENRY YELLOWLEES, M.D. Guiasae., 
F.R.C.P. Epin., D.P.M., 


MEDICAL SUPERINTENDENT, THE RETREAT, YORK, 


WE are to consider the differences between the 
psychoses and the psychoneuroses, particularly from 
a psychological point of view, and this subject is 
one which has never been, to my knowledge, really 
seriously tackled. The reasons for this are numerous, 
and some of them are interesting. To begin with, 
the question is one of quite unusual difficulty, and 
secondly, these groups of cases which we are to compare 
and to contrast—the psychoses on the one hand and 
the psychoneuroses on the other—have, up till com- 
paratively recent years, been largely neglected by the 
great majority of scientific workers, and have, indeed, 
vied with each other for the title of the Cinderella of 
medical science. 

A final reason why the subject has not been so 
thoroughly opened up as it might and should have 
been is that between the alienist and the psychologist 
there is a great gulf fixed, and the opinions which they 
reciprocally hold of each other are not those calculated 
to produce an atmosphere favourable for the satis- 
factory investigation of the matters which lie between 
them. It has seemed to me that each side is none too 
capable of seeing the other’s point of view and just a 
trifle depressed at the lack of hopefulness in the outlook 
from its own, and that the cries of each have a touch 
of despair as well as defiance. 


PRELIMINARY DEFINITION, 


The first thing we must do is to make clear what 
we mean by the psychoses. I propose to cut them 
down for the purpose of this discussion to the big 
three which are the typical *‘ insanities ’’ and stand 
out, mysterious, forbidding, and apparently inexplic- 
able among many more comprehensible states of 
minor importance. 

We shall exclude general paralysis of the insane 
because it has the bodily disease of syphilis as its 
proved essential causative factor. We shall eliminate 
the acute confusions and deliria as being demonstrably 
due to infections ; nor are we at the moment concerned 
with developmental failures resulting in idiocy and 
imbecility, nor with degenerative changes giving rise 
to senility and the dementias. Epilepsy also is not 
our present concern, and we are left, as I say, with 
the three typical psychoses: the manic-depressive 
psychosis, paranoia, and dementia precox. It will 
be remembered that these are far from being the 
entire content of psychiatry, and that whenever the 
psychoses are referred to here I am definitely limiting 
the phrase to mean these three only. Over against 
them let us put a representative selection of the typical 
neuroses and psychoneuroses ; for example, anxiety 
states, neurasthenia, the obsessional states, and 
hysteria. I shall call these collectively the ** neuroses,”’ 
as shorter and less likely to be confused with 
** psychoses ’’ than the longer word ‘*‘ psychoneuroses.”’ 
Now, sufferers from the first-named group are 
what we call ‘‘insane.’’ Those who suffer from 
the second are not, and we return to the question 
of why we say this, and to the task of comparing 
and contrasting them from the psychological point 
of view. 
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PATHOLOGY. 

First, as by duty and tradition bound, we turn to 
look at their pathology, using this word in its meaning 
of demonstrable morbid histology and anatomy. We 
are not detained long because we find that neither 
group has any pathology at all. No one to my 
knowledge has demonstrated or attempted to demon- 
strate any constant change in brain or bodily structure 
to account for a single one of the morbid conditions 
we have named. We have, it is true, Mott’s work 
upon the changes in the gonad cells in dementia 
precox, but beyond his statement that this disorder 
is accompanied by regressive atrophy of these cells 
the rest is silence. Disappointed here, we turn to the 
new psychology for aid, and find a most interesting 
state of affairs. We find, without for the moment 
discussing whether it is based on fact or theory, that 
all the neuroses have a psychopathology which is 
logical, practical, wonderfully complete, and perfectly 
intelligible to those who are prepared to try to under- 
stand it. When we come to the psychopathology of 
the psychoses we find that there is one indeed, but it 
is obscure, abstruse, complicated, thoroughly involved, 
and leads nowhere. Freud on hysteria is a real joy, 
Freud on melancholia is a terror, and in addition gives 
one a headache. One turns from studying the Freudian 
explanation of any true psychosis with a kind of 
vicious delight to the passage in which McCurdy 
blandly remarks: ‘“ It is conceivable that Freud and 
his disciples are as ignorant of psychiatry as their 
statements imply.” 

I must digress here to say just one more word about 
the controversy between alienist and neo-psychologist 
in this relation. 

The new psychologists seem to me to fail, firstly 
because they are, broadly speaking, entirely and 
gloriously ignorant of clinical psychiatry. They 
know nothing really worth mentioning about the 
clinical symptoms, course, management, and treat- 
ment of the psychoses. Secondly, they apply their 
psychopathology, secundum artem (which sometimes 
means by rule of thumb), to every case which comes 
their way, and do not rest until they have reduced 
it to a formula which meets with their own entire 
satisfaction. The attitude of the average alienist is 
almost too terrible to talk about. Irritated no doubt 
by the deus ex machind attitude of the psychologist, 
he expresses himself with great force and heat, and 
an almost entire absence of light. All psychology, 
psychopathology, and psychotherapy are represented 
to him by the one word ‘ Freud,’’ whom he regards 
much as our grandfathers regarded a personal devil ; 
only there are sadly few alienists who believe that 
‘*the Prince of Darkness is a gentleman.’’ I may add 
that this attitude is by no means confined to alienists, 
but is shared by surgeons, obstetricians (strangely 
enough), X ray specialists, and, indeed, by most who 
possess the one necessary qualification—namely, an 
untrammelled ignorance of the entire subject. I 
sometimes wonder if they regard an open mind and a 
vacant mind as synonymous terms. The extra- 
ordinary thing is that those who tell us most forcibly 
of the villainies of Freud and those who explain most 
clearly just where he has failed do so in the very 
language which he has made part of the current coin 
of our specialty. We cannot discuss a case without 
using some of Freud’s conceptions and terms, and it 
is a tragic thing to hear the anti-Freudian alienist 
describe a case from what he fondly imagines is an 
anti-Freudian point of view in Freud’s very own 
words and phrases, borrowed, or perhaps I should 
say stolen, for the occasion. 

The truth of the matter is simply this: that if 
you regard the unconscious mind as a myth, and 
therefore the whole of Freudian psychology as utter 
and total rubbish, it is quite impossible to get very 
far in many directions; among them that of our 
present discussion. A broad view of the psychoses 


and any investigation of their relation to the neuroses 

is out of the question if one is too proud, too ignorant, 

or too bigoted to take the new psychology as even a 

working hypothesis. That it fails, and fails egregiously 
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in many respects, is beside the point. Without it, we 
have nothing whatever to go on and need not begin. 

I ask you now to return with me to consider 
the course of these two groups of illnesses. Sufferers 
from the neuroses, broadly speaking, respond to 
treatment and recover. We need not consider for 
the moment what kind of material they were to start 
with, and I am not concerned to deny that many of 
them may be very C 3 persons after recovery in some 
cases. The immediate point is that they do recover. 

What about the psychoses? Again, broadly 
speaking (because associated with every group we 
always find a few cases which are like nothing in 
heaven or earth, and conform to no rules but their 
own), we find that dementia preecox does not recover, 
that paranoia does not recover, and that the manic- 
depressive psychosis recovers indeed, and _ that 
perfectly, as far as any given attack is concerned, but 
shows a remarkable tendency to periodic recurrence. 
That is all we need say about the course of these 
illnesses, because it is intimately bound up with the 
question of treatment which we shall now consider. 


TREATMENT. 

I must first remind you of the varying meanings 
which the word ‘ treatment ’’’ may have. If we use 
it in as limited a sense as possible, and make it mean 
direct curative treatment, we can give such instances 
as the use of quinine in malaria, of salvarsan in 
active syphilis, and a few, a very few, other drugs, 
which are what we call specifics for certain conditions. 
They will cure them. roaden the meaning of the 
word just a little and consider the treatment of, say, 
pneumonia. There is no direct curative treatment 
for pneumonia. That is to say, so far as we know, no 
power on earth will hasten the crisis or delay it from 
coming when it will come, somewhere about the 
seventh to the ninth day. I need not tell you, of 
course, that the way in which we treat the patient is 
frequently the determining factor in whether or not 
his strength will hold out until the crisis comes; but 
we are treating his symptoms in the hope that he will 
be able to stand the strain until his pneumonia has 
treated itself. Going further still, we see the same 
principle almost more clearly in cases of, say, valvular 
heart disease. Here we can relieve dyspnea, cyanosis, 
and pain, time and again; but we can never correct 
the faulty mechanical action of the pump, and it will 
defeat usin the end. Finally, we have the treatment, 
so-called—and properly so-called—of such a con- 
dition as inoperable cancer, where the battle is a 
losing one from the start, and all we can do is to keep 
the patient as comfortable as we can until his brief 
hour upon the stage is over, and see to it, if we can, 
that the curtain falls quietly. 

Do not forget that all these things are treatment in 
varying senses of the word. In which sense can we 
claim that there is treatment for the illnesses we are 
considering ? 

In the strict and narrow sense of direct cure there 
is no treatment which will cure a psychosis any more 
than there is treatment which will “ cure ’’ a pneu- 
monia before it has run its course. When we turn to 
the neuroses we find the astonishing fact that there is 
direct curative treatment for them—treatment with- 
out which, broadly speaking, they will not get well, 
and with which they are definitely curable, whatever 
their duration or severity. Further, the treatment is 
practically always psychotherapeutic, though I am 
not concerned to argue that it is invariably so, nor do 
I give credit to any one method of treatment more 
than another. I do not even deny that in some cases 
the cure may be but temporary, or that some few 
cases may be apparently incurable. I am only 
anxious to emphasise the undoubted clinical fact that 
cures and responses to treatment occur with a 
promptitude and definiteness, and to an extent, to 
which the true psychoses can show no parallel. 


CAUSATION, 


With these outlined points of difference in our mind 
we shall now have to leave clinical fact and go more 





into theory, not to say speculation. Let us look at 
the causation of these conditions. As regards the 
neuroses is it not true that in the last resort the 
causes lie in upbringing, environment, and the effects 
of external circumstance? Analysis and psycho- 
pathology surely make this plain. They dissect out 
the devious paths by which the particular neurosis 
in question became established—the unwise teaching, 
the one-sided upbringing, the impossible home 
environment, followed by the repressions, the inade- 
quate sublimations, the regressions—and we are left 
with the feeling that if only the unfortunate patient 
had got into the right hands early enough he need 
never have become a patient at all. To put the 
matter in a word, neurotics, generally speaking, are 
made, not born. I believe it to be far otherwise with 
the psychoses, the causes of which are more deeply 
and mysteriously biological. Psychotics are born, 
not made. We can—and unfortunately we often do— 
create neurotics, but the longer I study psychiatry 
the more surely do I feel that the sufferers from the 
typical psychoses we are discussing have been ordained 
to them, as it were, from the foundation of the world. 
Psychopathology may explain their superstructure 
and elucidate their content with greater or less success, 
but in any case it leaves untouched that deeper 
something which is their essential foundation. Hence 
we are drawn to the conclusion—and it is one of the 
most far-reaching importance—that in spite of all 
superficial resemblances in symptoms, mechanisms, 
or anything else, there is, in fact, a great gulf fixed 
between the two. Many a man can say—as I can say 
myself—that I can quite well imagine circumstances 
in which I might become neurasthenic, or hysteric, 
or obsessional, but I know that I shall never become 
insane. 

What this inherent something in the potential 
psychotic is, how precisely it acts, and how it comes 
to be there at all are questions to which we have, 
frankly, no thoroughly satisfactory answer, though 
of course there are those for whose modest require- 
ments the solemn phrase ‘‘ hereditary predisposition ”’ 
goes deep enough. It is possible, indeed, that this 
may be all we may ever be able to say, but it 
is at least worth while to offer a tentative sugges- 
tion or two as to what that phrase may possibly 
imply. 

If it be true that there is this very distinct cleavage 
in etiology between the psychoses and the neuroses, 
it should surely be reflected in some way or other in 
their respective symptoms. There should surely be 
something common to the insanities which is not 
found in the neuroses, or vice versa, something running 
through all the varieties and cases of one or other of 
the groups which might give us some lead as to how 
to study the precise nature of the essential difference 
between them. 

We say in our breezy way that people suffering from 
the psychoses are mad, and people who are suffering 
from the neuroses are sane, and that is all about it. 
When you come to think about the subject carefully, 
however, you will find that there are few harder 
tasks than to put into words any kind of general 
characteristic which divides the sane from the insane. 
On the face of it, an insane person suggests to us 
someone whose conduct in one respect or other is 
grossly incompatible with the demands of society, 
but this suggestion is, in fact, unfair to both sides, 
quite apart from the few doubtful cases which exist 
on every borderline. A very large proportion of the 
demonstrably insane can conform to society’s rules 
with considerably more apparent success than many 
a neurotic. 


BoDILY AND MENTAL ILLNESS CONTRASTED. 

We shall perhaps arrive most readily at the touch- 
stone for which we are seeking by contrasting bodily 
with mental disease. What is the most striking 
difference, over and above the difference of detailed 
symptoms—the most striking psychological difference 
—between the man with acute bronchitis and the 
man in acute mania? Surely it is that the first man 
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knows that he is ill, whereas the second one does not* 
Let us pursue this question of insight a little further’ 
Every sufferer from a neurosis has got insight into his 
condition. He knows that he is ill and also that it is 
his nervous system which is at fault. The neurasthenic 
knows that he has neurasthenia and can be got to 
discuss his case with a remarkable detachment. Even 
the hypochondriac realises that his illness does not 
lie in the various organs of his body with which he is 
concerned, but in his preoccupation with them. The 
antics of the obsessional patient cannot appear more 
absurd to others than they do to himself, and the 
hysteric, save when he is actually in a hysterical fugue, 
has a very much clearer realisation of his case and 
everything connected with it than we are apt to give 
him credit for. An additional proof of the presence 
of insight in these conditions is, of course, their 
amenability to psychotherapy. All methods of psycho- 
therapy demand a certain degree of insight into his 
own condition on the patient’s part, and without 
this no psychotherapy is possible. 


INSIGHT, 


Now, what of insight in the psychoses? In 
dementia pracox, as in paranoia, the entire absence 
of insight is one of the most striking features. The 
patient has absolutely none. The only psychosis in 
connexion with which the question is even arguable 
is manic-depressive insanity. The manic phase we 
can dismiss at once. Anyone who has to do with an 
elated patient knows that complete loss of insight is 
one of the earliest symptoms of elation. We are left 
with melancholia, that most elusive and baffling 
condition of all. Practically every book and every 
teacher that I have known has insisted that the 
melancholic patient has invariably a well-nigh com- 
plete insight into his condition. It is so tempting. 
The patient preserves his memory, his intelligence, 
his modesty, and his dignity. He retains as a rule 
what he has of sensitiveness and refinement. It 
seems, and is, an outrage to utter the word “ lunatic ”’ 
in connexion with him, and his friends have the most 
extreme difficulty in realising that he is mentally ill 
at all. You would, in fact, need to have a pretty 
extensive acquaintance with melancholics to realise 
that it takes a certain amount of courage to say what 
I tell you now—namely, that, in spite of all this, I do 
not believe they have any insight worth talking about 
in the proper sense of the term. The melancholic 
will tell you how long he has been ill, but if asked 
whether it is an illness or a wickedness, he will, nine 
times out of ten, plump unhesitatingly for the latter. 
He will discuss his case with a brave effort at detach- 
ment, if his case is sufficiently mild, but, though he 
has recovered from six previous attacks, you will 
never get him to believe that recovery from this one is 
even a possibility, let alone a moral certainty. He 
may possibly admit to being ill, but if so, he regards 
his illness as the result of his having failed in some 
duty, given way to some temptation, lost his power 
to pray, and so on, instead of regarding these ideas 
as the consequences of his illness. No one who so 

arsistently and inevitably puts the cart before the 

orse as the melancholic does on every possible 
occasion can fairly be regarded as having insight into 
his condition. And if this is true of the kind of case 
I have been describing, much more is it true if the 
attack is in the least a serious or severe one. That 
man has surely no insight who can hold with a grim 
certainty that he is damned for ever, who can quietly 
wait and plot and plan for an opportunity to end an 
intolerable existence, who can believe that death is 
the only solution for the mass of perplexities, miseries, 
and hopelessness which surrounds him, and who 
regards the responsibility for a lost world as being 
upon his shoulders—all because he did not go to a 
certain doctor or post a certain letter. The melan- 
cholic has no insight, and our touchstone holds good. 
In spite of all kinds of exceptions, qualifications, and 
modifications, | know of no better, and indeed of no 
other, means to judge whether we are dealing with a 





psychosis or a neurosis, than to apply this test of 
insight. 

But, with that point gained, are we really much 
further forward ? Let us see just how we stand. 
The neuroses arise from external causes and the 
patient retains his insight. The psychoses arise from 
some cause inherent in the patient himself, and are 
characterised by a loss of insight. That sounds well, 
and it could be worked out into an extremely neat and 
comprehensive scheme, provided that one ignored one 
or two rather troublesome difficulties, the chief of 
which prompts the question: If that is so, why does 
manic-depressive insanity recover? As a matter of 
fact, this difficulty seems greater than it really is. All 
that it does is to force us to be more vague than we 
would like to be as to the precise nature of this 
inherent cause, and to give us more sympathy with 
those who use words to conceal ignorance. It is easy 
enough to postulate some biological defect which, as 
it were, foreordains a patient to paranoia or dementia 
precox, in connexion with which last, indeed, Mott 
speaks of ‘‘ an inherent defect in the fertilised ovum ”’ 
as the beginning of all the trouble ; but it is a different 
and a harder thing to postulate any parallel defect or 
abnormality which will produce periodic attacks of 
mania or melancholia at irregular intervals, the 
recurrences being, very possibly, quite unconnected 
with external stresses and strains. One easy way out 
is to exclude manic-depressive insanity from the 
psychoses altogether, but as by every other imaginable 
test it belongs to them, this cannot fairly be done. 
Or one might attempt to tuck it away among the, 
so to speak, accidental psychoses, such as the various 
infections and confusional states, but there are also 
many objections to this. Efforts have been made for 
years to demonstrate an infective origin without 
success, and also we have to deal with the fact that 
the manic-depressive psychosis or the liability to it is 
quite definitely inherited, though admittedly not so 
obviously and inevitably as dementia precox. We 
shall, therefore, have to stick to our ground and 
regard it as a constitutional psychosis. Finally, we 
can go on the very opposite tack and throw doubt upon 
the genuineness of the recoveries in manic-depressive 
insanity, and point out that even the ‘ diehards ”’ 
admit that a large proportion of the cases have what 
they call a ‘‘ dementia precox colouring,’’ and that a 
slight but progressive deterioration may be observed 
after the so-called recovery from each attack. We can 
also make ingenious play with the tendency to 
recurrence, and try to correlate this with develop- 
mental epochs in the life of the individual. What- 
ever we do, the nasty little snag remains as an obstacle 
to a pretty scheme. 


DIFFERENTIATION. 

I am now going to make a final attempt at 
differentiation from as purely a psychological point 
of view as I can, although, from what I have said, the 
limitations of that view in connexion with the 
psychoses ought to be obvious. What does this symp- 
tom of loss of insight really amount to? Surely from 
a psychological point of view insight is the supreme 
indication of effective hold on reality. I have insight 
into my state of mind. That is to say, I can look at. 
it with reasonable detachment and see it as it really is. 
In other words, I am in touch with reality. The 
reverse is the case, whatever the appearance may be, 
when I have no insight. Now, assuming for the 
moment that the unconscious mind is not quite the 
myth which many authorities whom I might quote 
would have us believe—in fact, accepting the Freudian 
psychology for the time being— it will be remembered 
that it is the conscious mind which works under the 
reality principle and the unconscious mind which 
works in a primitive kind of way under the pleasure- 
pain principle. In short, the conscious mind is in 
direct touch with reality and the unconscious mind 
is not. I should say here that the main idea of what 
follows is borrowed from McCurdy, and no doubt 
marred in the borrowing. We know, of course, that 


although the unconscious mind is a highly dynamic 
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thing, its methods are so totally opposed to the world 
of reality that for practical purposes it can of itself 
do nothing real, obvious, and apparent, except via 
the conscious mind, and we know that its function 
is to activate, bully, persuade, urge, or humbug 
the conscious mind into carrying its desires into 
practical effect. Can you imagine what the state of 
things would be if the unconscious mind in some strange 
and wonderful way threw off the shackles of the 
conscious more or less completely, not for an hour or 
two, but for days, months, or years at a time ? Life 
would surely correspond with greater or less complete- 
ness to a dream, a fairy tale, or a hysterical fugue, 
to name fleeting or artificially produced states which 
give a vague idea of what one is after. 

Imagine an electric current passing up a wire to 
activate a number of engines, lamps, and so forth, 
and returning, of course, by another wire. Now this 
current can only manifest itself against resistance, 
and the only evidence that it is doing any work at all 
is to be seen in the glow of the lamps and the activity 
of the engines. A hundred and one things may 
happen among these lamps and engines which will be 
abnormal, which will need attention, but which cannot 
possibly be said to impair the integrity of the system 
either seriously or permanently. The current may 
vary in strength, loose connexions may spark or 
flicker, the detailed machinery of the engines may 
require adjustment, the filament of a lamp may 
break or burn out, but none of these are beyond repair, 
and we know from abundant other evidence that the 
current is still there. But suppose that the lead and 
return wires come into contact and form a short 
circuit, cutting out the entire collection of machinery 
which will remain in darkness and silence. For all 
angen purposes nothing seems to be happening. 

‘You would be inclined to assume that there is no 
current there at all, but there is; there is the very same 
current, only it is not working against any resistance. 
It has become detached from the material which it 
can activate and make to work, and glow, and live. 
I cannot push that analogy further and I cannot 
completely connect it with what I have already said, 
nor with all I think. It is the best I can do, however, 
on this very mysterious matter. 

In some way which we may not elucidate clearly for 
many and many a year, I believe that the flickering 
lamps, the variable current, the loose connexions, are 
the neuroses, with the light and the movement (that 
is to say, the supremacy of the conscious mind, the 
hold on reality), impaired, but present, while the 
short-circuited system corresponds to the psychoses. 
The machine cannot work, the design is faulty from 
the very laying of the cables; the current, indeed, is 
running, but because of the very absence of resistance 
it gives no evidence of its activity. By throwing off 
all resistance, by freeing itself from the workaday 
channels of self-expression, it has only succeeded 
(as, by the way, many a modern poet and artist has 
done) in robbing itself of any intelligible means of 
self-expression at all. The work it does is totally 
unsuited for the needs of any electrical machine ; 
it is, in fact, wasting itself in ways past finding out. 

CONCLUSION. 


The subject under discussion bears directly upon 
a matter about which we are hearing a great deal 
of rather wild and woolly talk nowadays—namely, 
the early treatment of insanity, or rather the treatment 
of “‘ incipient insanity.’’ The matter is one of immense 
importance, but if anything has emerged from what 
I have been saying, it is surely this: that whether 
or no the road from sanity to insanity be a long and 
slow one, it certainly does not pass through a neurosis. 
Whatever the borderline case about which so much is 
written may be, it is not, in one case in ten thousand, 
a person who is wavering between a neurosis and a 
psychosis. 


HexHamM War MeEmorIAL HosprraL.—aAn open-air 
children’s ward has been added to this institution in memory 
of the late Rev. J. E. McVitie, who was one of its most 
devoted workers. 
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THIS investigation was undertaken (1) to ascertain 
the types of organisms usually found in the lesions of 
impetigo contagiosa; and (2) to discover a remedy 
which would be antiseptic ; be suitable to remove the 
crusts ; and would heal the lesions of this disease. 


Historical Summary. 


Tilbury Fox? described this disease in 1864. 
Crocker? (1881) demonstrated that the disease was 
due to the presence of cocci. Two years later Unna 
stated that it was caused by short-chained cocci. 
Sabouraud * (1901) stated that the impetigo of Tilbury 
Fox was due to the streptococcus, and that secondary 
infection occurred by the Staphylococcus pyogenes. 
Dubreiulh and Brandeis‘ were not able to confirm the 
dictum of Sabouraud that all types beginning with 
a vesicle are due to streptococci. In eight cases 
streptococci and staphylococci were found equally 
often. They stated that the clinical aspect of the 
lesion gives no indication of the bacteriological 
content. 

Farley and Knowles® in 30 cases found streptococci 
in 24 cases (10 cases in pure culture), staphylococci 
22 times in 16 cases (with other organisms). They 
consider the streptococcus to be the cause of the 
disease. Smith and Burkey * in nine cases found 
streptococci (pure) in six cases, staphylococci (pure) 
in three cases. They mention the possibility of the 
action of an unknown Virus, and are inconclusive as to 
the primary cause. 

The history of the disease appears to leave serious 
doubt as to the primary cause of impetigo contagiosa. 


Atiology. 


Material.—The material for laboratory investigation was 
obtained from children attending the school clinic for treat- 
ment who were suffering from typical clinical lesions of 
impetigo contagiosa. 

As all cases (with one exception) came for treatment with 
the crusting stage already present, it was considered advisable 
not only to examine vesicles, but also the exudate beneath 
the crusts, as this investigation was undertaken primarily 
to deal with the treatment of the condition. 


Method.—Vesicles, after swabbing with ether, were incised 
with a sharp platinum spud, and a small platinum loop was 
inoculated. Both spud and loop were at once stroked 
across blood-agar plates. In three instances sterile capillary 
tubes were used. The exudate from beneath the crusts 
was obtained by lifting off the crust with sterile forceps, 
taking a loopful from the centre of the exudate, and then 
stroking a blood-agar plate. The sterility of these 
methods was confirmed in the experiments described in 
Table III. 


Media and Stains.—The medium used was blood agar 
poured into plates. The nutrient agar was lemco-peptone 
salt agar. Subcultures were made in all cases where necessary 
to obtain pure cultures on blood agar or Léffler’s blood 
serum. Stains used for smears were Gram and borax methy- 
lene-blue. It will be noticed in Table I. that hemolysis 
was variable. Too much emphasis should not be laid on 
this fact as different blood samples were used in the prepara- 
tion of successive batches. No attempt was made to 
differentiate the types of streptococci (the two types usually 
found are stated by other writers to be Streptococcus 
pyogenes and Streptococcus anginosus). 





Tue LANCET,] 


DR. A. R, BALMAIN: 





IMPETIGO CONTAGIOSA, 














[Sepr. 4, 1926 485 
TABLE I. TABLE I. (continued). 
| Sex Material | | | Sex | Material 
Case. | and | obtained OTnisme Heemo-| Treatment. Case. | and | obtained O™@nisms| Hemo- Treatment. 
| found lysis. | 
age.| from— | ound, y |age.| from— found. lysis. 
F, 8.E. Staph. | + Ung. hydrarg. oxidi 40 F. Vesicle. | Strep. _ No. ” Emuls, ac riflav, 7 /1000. 
W. R.| 10 | flav. 1 per cent. D.A.| 9 | 
2 F. S.E. Strep. | + Acrifiay. 1/1000 et 41 F. = Staph. + Emuls, acriflay.1/1000 ; 
M.M.| 16 Staph. + | elye.; ung. hyd. ox, | E.M.) 9 ung. hyd. ox. flav, 
av. 1 per cent. per cent. 
3 | M. | Vesicle.| Strep. + pe a 42 F. os Strep. No. Emuls, acriflay. 1/1000. 
L. M. | 10 | Staph. + B. B. | 13 ie Staph. - 
4 F. | Vesicle.| Strep. + 9 o 43 M. ~ | Staph. + Emuls. acriflav.1/1000 ; 
Kk. 8S. | 11 | an | ie b 4 | J.D 5 ung. hyd. ox. flav. 
. K. rep. et zinci. 
| as | =. + at sf *. Staph. + Lotio acriflav. 
.E. re + . F.3 
| Staph. + | 45 . | Bulla, | Staph. + Emuls. acriflay. 1/1000, 
| Diph, No. F. F.iii_ 7 | | 
5. | M. S.E. | Strep. + Ung. byd. ox. flav. 46 i Ce Strep. No. oe 
Ss, W. | 10 1 per cent. J.B 118 ) Staph. ~ 
6 |M.| S.E. | Staph. + ue ia 47 M. | Vesicle. | Strep. No, - 
S.3.138 |. | Strep. + J. R.| 13 S.E. Strep. ~ 
| beneath, Staph. + . Staph. ao 
scab (ear), 48 F. | Vesicle. | Staph. + i al 
7 |M.| SLE. Staph. + | oa ‘ M.S. | 12 
G. A. 9 | | 49 {. ” Staph. Emuls, acriflav.1/1000 ; 
u’s " )} SE. Strep. | 3 - H. H. 9 ung. hyd. ox. flav. 
M. F | Staph. | + | 1 per cent 
Divb, No | 50 M. S.E. Strep. No Emuls. costlier. i 1000, 
9 F. S.E. Strep. | +  /|Emuls.acrifiav.1/1000;| W.K. _5 
M.E.| 6 Staph. + | ung. byd. ox. flav. 51 | M.| 8.E. Staph. + 
} 1 per cent. R.C. | 12 | _ 
10 M. S.E. Staph. + | Ung. hyd. ox. flav. 52 F. | Ves‘cle. | Staph. + ” 
G.T. | 14 1 per cent.; ung. A. B. | 13 S.E. Staph. + 
bismuth. 53° |M.| SE. | Staph. 
11 |M.| SE. Strep. + |Emuls.acrifiav.1/1000;| L.P. 10 ie? f . 
J. M. 7 Staph, + ung. hyd. ox. flav. 54 F. 8S. E. Strep. No, a 
1 per cent. B.M.| 8 | f Staph. + 
12 |M.| S.E. Strep. + | Ung. hyd. ox. flav. S.E. Staph. | 4 
N.C 6 | 1 per cent. 55 it M. | Vesicle. Strep. No. = 
13 |M.| S.E. Strep. + |Emuls.acrifiav.1/1000;] W.E.) 9 | | 
A.J. | 13 Staph. a ung. hyd. ox. flav, 56 | F. | Vesicle. | Diph. o io om 
| 1 per cent. E, W.| 13 S.E. Staph. - 
14 F, S.E, Strep. + | Ung, hyd. ox. flay. Diph. No. 
* K, i : Staph. + | 1 per cent. 
5 M. S.E. Stre + E le. acriflav. 1/1000. a 
H, B. 6 Staph. + | aR I * A sister of Case 36. + Sister of Case 32. 
16 M.!| S.E. Strep. | No. |Emuls. acrifiav.1/1000; } Sister of Case 45, | Sister of Case 44. 
J.R. 10 ” Staph, ss, ung. hyd. ox. flay The term vesicle is retained throughout whatever its contents 
Vesicle ee | os | 1 per cent. —i.e., serous, sero-purulent, or purulent. The subcrust exadate 
17 ’ M. S.E, Stre 9° } os an (S.E.) is the exudate found after complete removal of the crusts. 
B. C, 5 | ES Stap i | Staph. =Staphylococcus. Strep. =<Streptococcus. Diph, = Diph- 
s. 5 | SE. strep. 99 os theroid. Glyc, = Glycerine. 
. L, taph, | *”» | 
Bh, 3 F. | Vesicle Strep. | oo =| o 
- M, | il | Staph. | 9° ° . 
20 F.| S.E. Staph. rs - : TABLE II.—Analysis of Cases. 
G.N.| 8 | 
2 | S.E. °° . ° ‘ 
Jo. | ~ F Stank. | = ° Material obtained 
22° | F.| SE. | Strep. | Ung. bismuth ; from— 
E.W.| 11 | | Staph. | , ung. byd. ox, flav. 1%. Organisms isolated. Total. 
23 | M.| Vesicle.| Strep. | _s,. Ung. hyd. ox. flav. Subarus 
R. B. | Staph. | _,, 1 per cent. : Vesicle,  Subcrust 
| S.E. | Strep. |» ung. bismuth. " ah exudate. 
| Staph. oe ae SS —— 
24 /M.| S.E. | Staph. | >;  Emuls.acriflav.1/1000; | Pure strep. .. ue a i; 
CM. | 9 | ung. hyd. ox. flav. Mixe H A 5 sheete 10 2 28 
| 1 per cent. mage gal and s ap 4 : 18 a 
aT. | F. _—— Staph. | ” t ~_ a x strep., staph. 5 and a 
crack). | } . — 2 
ay F. | Vesicle.| Strep. t- Acriflay. et ol. ricini. Mixed ‘staph. and diph. .. Psd 1 1 
.C.| 8 Staph. | + cae aa a ee han ee he 
27 |M. | = Strep. Ung. hyd. ox. flav. Totals 30 36 66 
A. F. | 10 | | Staph, | + per cent. 
bw | ti “5 | TS Total number of cases 56 
‘29 ’ M. a | Strep. | ae Emuls. acriflav.1/1000; Total number of lesions examined 66 
, i 4 7 | ung. hyd. ox. flay. Strep. found . s : times - pure culture 13 times) 
| 1 per cent. Staph, ed ee eo - - 2 | 
30 | M. - | Strep. | + ‘i - Diphtheroid found |. - 3 “ ‘ ‘ig at once) 
D. G. 8 Staph. | + 
es .; ” —— + Emuls. acriflav. 1/1000. In th \ 
. 8. Staph, | + n the vesicles pure streptococci, pure staphylococci, 
“uw ° fF - | _ o™) + oa ee my and mixed streptococci and staphylococci were found 
i percent. | | equally often; but in the exudate beneath the crusts 
ws ¥. ts Strep. | + Emule. scrifiav. 1/1000; the proportion of streptococci to staphylococci was 
“oe —_ —— 2:3. In four instances, not recorded above, the 
34 F. a Strep, | + Re es cultures from vesicles were sterile (two of these were 
E. D. | 11 from Cases 51 and 53). 
35 F, | Strep. | 4 Acrifiay. et ol. ricini; "piece = ) ‘ 
Pc.) 8 Staph. + ung. hyd. ammon. It is worthy of note that on comparison of the cases 
4 | . 5 1 per cent. (Nos. 4, 16, 23, 47, 52, 56) where both vesicle and sub- 
a 3 ‘ 4: S.E. Staph, o yy Et crust exudate from the same case were examined on 
"37° |M.| SE. Strep. +  Emuls. acriflay,1/1000, | the same day, it will be seen that in no single instance 
R.B.| 9| _ Staph, | + were staphylococci found in a vesicle when strepto- 
Ix * Vesicle strep. No. — cocci and staphylococci were present in the subcrust 
paces ‘ ™ et zinci. exudate. In Cases Nos. 41, 42, 44, 45, 46, 47, 51, 54, 
whe M. ‘a Staph. »  Emuls, acriflav. 1/1000. | the skin was tested for the presence of organisms. In 
































Cases 44, 45, the cultures were sterile. In the 


other 
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. Ff . 
cases all types (aureus, albus and citreus) of Staphylo- | ———- 
culture. 
exudate showed mixed streptococci and staphylococci (an 
| interesting point was that the streptococci grew 
>| a plain agar plate). 


coccus pyogenes were found; the streptococcus was | 
absent. The method used was to scarify lightly with | 
the platinum spud a clear area of skin on the cheek 
place a drop of sterile saline on the area, and inoculate 
the culture medium with the platinum loop or spud. | 
Other Factors.—Of other factors in the ztiology, sex | 
and age of children appear to have no bearing on the 
disease (in one family the mother was infected on the 
face and breasts from the baby, and then the two elder | 
children contracted it). Both clean and _ dirty 
children contracted it by contact; others by a dirty 
abrasion, and some following scratching in scabies 
or with nits in the scalp. In 100 consecutive cases 
malnutrition or anemia was recorded as present in 25 
instances. Otorrhcea was present in Cases 16 and 56. 


Experiments on Adult Skin. 

The experiments were performed on the writer’s 
forearms, with the exception of Nos. 5 and 6, in which 
Dr. H. Mason Leete was inoculated. Seven of these 
experiments were with exudates direct from other 
lesions; the other five were inoculations with living 
subcultures on blood-agar plates taken from actual 
cases of impetigo contagiosa. (Table III.) 

Skin Tests.—These were made in six instances from the 
skin of the forearm; one culture showed the presence of 
Staphylococcus citreus, the others showed no growth. 

Expt. 2.—Twenty colonies were inoculated. The lesions 
resembled typical impetigo contagiosa. The formation of 
the crusting stage was watched and the crusts were seen to 
be due to the drying up of the exudated serum. The direct 
smears from the bulla showed many leucocytes, diplococci, 
streptococcal chains (four elements). 

Ezxpts. 1, 3, 4,5, 6, 9, 12.—It is suggested that the dosage 
of organisms inoculated was insufficient to overcome the skin 
resistance. 


The organisms were isolated on second sub- 
Five days after the inoculation, cultures from the 


well on 





Writer’s forearm. Experiment No. 7. Turbid vesicles 
coalescing to form a purulent bulla after 48 hours, resulting 
from inoculation with staphylococci. 


Inferences Drawn from these Experiments. 

(1) The streptococcus will produce, in the adult, 
lesions identical with those of impetigo contagiosa. 
(2) Crust formation is due to drying of the exuded 
serum. Staphylococci are not necessary for the 
formation of crusts. (3) The normal adult human 
epidermis may be resistant to infection with Staphylo- 
cocceus pyogenes (unless a very massive infection). 
(4) The inoculation of streptococci plus staphylococci 


TABLE III.—EXPERIMENTS. 


Date in 
1925. | 


Organisms 


No. inoculated. 


Lesion produced. 


Method of 


Time. | Organisms recovered. inoculation 





30/9 
24/10 


Exudate from Case 41 
(staph. ). 
Strep. from Case 47 
vesicle, second sub. 


Slight erythema. 
Fading. 
Vesicle, 

Turbid bulla, 
Crusts, 

Clinical lesions of 

impetigo contagiosa, 


24 hours | Nil. Direct rubbing, small 
48 » 1 area. 

| Strep. in pure culture. Sc. Massive dose, 
area } inch, 





” 


26/10 


Exudate from Expt. 2: 
bulla, 


” ” 
” ” 


Staph. from Case 48 
vesicle, first sub. 


Staph. from Case 48 


Slight erythema, 


Nil. 
Turbid vesicle. 
Purulent bulla 


"Healing. 


No crust formation, 


Eryth 


| 
| 
| 
| 


Nil. 
Staph. pyog. aureus 
in pure culture. 


Nil. 


Light se. 


Rubbing. 
Light sc. 
Rubbing. 
Massive dose, 
area 4 inch, 


Sc. 


Sc. 


Mod. dose, 


Sc, 


vesicle. 


Fading. 
Exudate from Expt. 7: 5 
| bulla. 


Erythema. Nil. 
Fading. 
Turbid vesicle and | Strep. and Staph. pyog. 
erythema. aureu 
52 Bulla. 
Crusts, 
Exudate. 


Strep. from Case 55 
vesicle, first sub. plus 

staph. from Case 

vesicle, second sub. 


Se. Dose (approx.) 
8. strep: 1, staph.: 4 
— Area 4 inch. 
5 days Strep. and Staph. pyog. 
aureus. 
Nil. 


Nil. 


26/11 
28/11 


Staph. from Case 52 
vesicle, second sub. 
Exudate from Expt. 10a: 

| bulla, 


hema, 
ng. 
Nil. 


Sc. Small area, 


Light se. 


24 hours 
48 ,, 


Sc. = Scarification. 


_ Expt. 7.—A loopful of culture from a blood-agar plate was | cultured from cases of impetigo contagiosa leads to the 
inoculated. Although a purulent bulla was formed with | following result: (a) formation of a true impetigo 


surrounding erythema, on removal of the roof of the lesion | : P we : 7 _ 
and evacuation of the exudate no crust formation occurred, | lesion ; (b) symbiotic growth of both organisms in the 


but the lesion commenced to dry up immediately (compare | lesion. 
Expt. 2). | 

apts. 8 and 11,—The skin resistance was too great for the 
organisms. 

apt. 10.—The inoculation was approximately four times 
as heavy with staphylococci as with streptococci. A typical 
lesion of impetigo contagiosa was produced ; crust formation | 
occurred. The direct smear from the vesicle (which was 


Treatment. 

The treatment of impetigo contagiosa resolves 
itself into two parts: (1) before and (2) after removal 
of the crusts. 

The methods which have been advocated in the 
: past for the removal of the crusts are the starch 
turbid) showed leucocytes, many diplococci,some streptococci | Poultice, olive oil, hot water, kerosene, desiccation 
(with four elements), and a few staphylococci. The sub- | With lotions, ointments, mechanical removal with 
cultures showed a mixed streptococcal and staphylococcal | forceps. The starch poultice is very effective, but it 
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is a troublesome procedure if used at home, often 
improperly made, and will tend to spread the disease : 
Norman Walker.’ Olive oil is undoubtedly useful. 
Hot water spreads the disease. An excellent idea is 
the use of kerosene, advocated by Whitfield.* 
Unfortunately in children there is the danger of fire. 
MacKenna * states that it is necessary to produce 
desiccation or breaking up the crusts and advises the 
use of a lotion of calamine and sulphur. The one 
method which is quite futile is the application of oint- 
ment on the top of the crusts ; the cases drag on week 
after week, and in the end recourse is usually made to 
that barbarous method, mechanical removal. 

The aim of this investigation has been to find a 
preparation which will remove the ordinary crusts 
within 24-48 hours, and be an efficient antiseptic 
against the organisms found in the lesions. The 
following methods were tried in sequence: (1) Oint- 
ments (unguentum hydrargyri oxidi flavi 1 per cent. 
and unguentum hydrargyri ammoniati); these are 
useless. (2) Acriflavine 1/1000 with glycerine 50 per 
cent. caused increase in the exudation. (3) Acri- 
flavine 1/1000 in castor oil; this softens the crusts, but 
is slow in action and will not heal the lesion. (4) 
Acriflavine 1/1000 in paraffin emulsion, effective and 
antiseptic. 

In the preliminary use of this emulsion it was made 
up according to Martindale’s formula; but, finally 
the emulsion, made according to Stowell’s formula* 
was chosen.’® This contains :— 


Acriflavin. hydrochlorid. oo =O] 
Liquid paraffin .. ee ow” FG 
White wax oe ee ne ol 
Water... ee ee 20 


Action of Acriflavine 1/1000 in Paraffin Emulsion.— 
The paraffin causes breaking up of the crusts which 
come away on the dressing without force, in 24-48 
hours in most cases. In others a further application 
is required (in dealing with old black crusts a pre- 
liminary starch poultice is indicated). 

The properties of acriflavine, which is diamino- 
methylacridine chloride, as an efficient antiseptic are 
well known (Browning, Kennaway and Thornton).!! 
It is 20 times more powerful than mercuric chloride, 
and acts well in the presence of serum (an important 
factor in this disease). Gray '* has recommended the 
use of lotio acriflavini 1/1000 in the bullous type of the 
disease. 

Method of Use.—Lint was well soaked in the acri- 
flavine emulsion, and bandaged or strapped over the 
affected area (any vesicles present were first opened). 

The next problem was the after-treatment of 
the lesions. In my opinion the best and quickest 
results are obtained by continuing the dressings with 
acriflavine emulsion. Where this is done, the lesion 
heals rapidly ; cases have been cured in two to three 
days. The worst cases, of course, take longer. Trials 
of various ointments have been made, including 
hydrarg. ammoniat. 1 per cent., 2 per cent., and 3 per 
cent. ; hydrarg. ox. flav. 4 per cent., 1 per cent., and 
2 per cent. (with and without zinc oxid.), made up 
with a vaseline or soft paraffin base. Compared to 
the acriflavine emulsion dressing, the use of ointments 
seems to me to be unsatisfactory. 

Cases. (Treatment of cases since the commence- 
ment of the investigation in May, 1925). 

Total* number of cases treated with acriflavine 
1/1000 in paraffin emulsion .. <a = 
Total number of cases treated with other 
acriflavine compounds - T 4% 
Total number of cases treated with other 
methods: ointments, &c.  .. ee o* 


201 
30 
32 


Total by all methods .. 263 


* Some of these cases were ordered ointment after they had 
been dressed twice with acriflavine emulsion, 


Conclusions, 


1. In a series of 56 cases examined streptococci 
were found 43 times (13 times in pure culture) ; 








. Original produced by Mr. Humphreys, chemist, of Norwich. 
It is a “ stable ’’ emulsion, 





staphylococci were found 52 times (21 times in pure 
culture); diphtheroids were found three times (once 
in pure culture). 2. Vesicles, whether serous or 
purulent, and the exudate beneath the crusts may 
contain the streptococcus. 3. The majority of cases 
are infected with streptococcus plus staphylococcus. 
4. Human experiments prove that the streptococcus 
will produce typical lesions of impetigo contagiosa. 
5. It is considered that the most suitable treatment 
for impetigo contagiosa, both for removal of the crusts 
and the healing of the lesion, is with acriflavine 1/1000 
in paraffin emulsion. 


I should like to acknowledge the great debt I 
owe to my colleague, Dr. H. Mason Leete, for his 
supervision and suggestions, especially with regard 
to the technique of obtaining material from cases, 
skin tests, human experiments, media making, and 
bacteriological controls. His kind help and advice 
have made this research possible. Also to thank 
Dr. D. Morley Mathieson (medical officer of health, 
Birkenhead) for his kind permission to undertake the 
work. 
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AN OPERATION FOR 
CREATING AN ABDOMINAL “SHELF” 
IN CERTAIN CASES OF VISCEROPTOSIS 
IN WOMEN. 


By VICTOR BONNEY, M.S., M.D., B.Sc. Lonp., 
F.R.C.S, ENG., 


SURGEON, CHELSEA HOSPITAL FOR WOMEN; ASSISTANT 
GYNECOLOGICAL SURGEON, MIDDLESEX HOSPITAL, 


THAT visceroptosis is far commoner in women than 
in men is due to several causes. The whole substance 
of the abdominal parietes is everywhere much less 
strong and resistant in the female than in the male, 
and particularly in that portion which bounds the 
inferior limits of the peritoneal cavity—namely, the 
pelvic floor and the other tissues which close in the 
pelvic outlet. This weakness in the woman as 
compared with man is related to the function of child- 
bearing and childbirth, which would be interfered 
with if the abdominal cavity were bounded by 
structures of any considerable rigidity. Nature, 
however, in her concern to secure the best possible 
conditions for the growth and delivery of the child 
has, as regards the mother, ‘ cut it so fine ’’ that more 
or less laxity often remains after the labour, and the 
woman suffers permanently from some variety of 
visceral displacement. The elasticity of the tissues 
varies immensely in different women, and in different 
parts of the same woman. In one, for instance, a 
single pregnancy will leave the abdominal wall like 
crinkled paper, whilst in another a dozen will scarcely 
leave a mark. Some fortunate persons, but very few, 
are made of first-class material throughout, others are 
mostly made of shoddy ; almost all have some shoddy 
somewhere in their make-up. 

In addition to pregnancy and childbirth women are 
subject to conditions of malnutrition, with consequent 
tissue weakness, almost peculiar to their sex, the 
causation of which is at present obscure. Such 
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patients present a characteristic picture, being thin 
and angular in appearance, with pigmented, harsh- 
looking skins and bluish-red cold hands, They look 
as though “ their food didn’t nourish them,” to use a 
popular lay phrase. Many of these women have 
visceroptosis, although they have never borne children. 

There is much variation as to which organ or group 
of organs takes part in a visceroptosis. In some cases 


Fig. 1. 











Showing the position taken up by the intestines when the uterus 
is retroverted. 


the kidneys, transverse colon, and stomach are more 
particularly affected ; in others it is the uterus, vagina, 
and pelvic colon and cecum ; whilst in others again all 
the organs lying in the abdomino-pelvic cavity droop. 
It is with the last two of these groups that this paper 
is concerned, because in both of them retroversion of 
the uterus is usually present, and often some variety 
of prolapse as well, and as a result the symptoms are 
chiefly pelvic or lower abdominal, and the gynecologist 
sees a large proportion of these patients. The 
symptoms complained of are a sense of weakness 
preventing any prolonged exertion; backache, and 
pain referred to the lateral parts of the lower 
abdomen, in the region of the appendix and cecum 
on the right side, and the point where the colon 
crosses the pelvic brim on the left side. This pain, 
which is evoked by standing and exertion, and which 
disappears with recumbency, is probably due to drag 
on the ovario-pelvic ligaments. When the supporting 
apparatus of the vagina (the cardinal ligaments 
and levator diaphragm) partakes in the ptosis, the 
symptoms of prolapse are also present—namely, 
bearing-down pain and a sense of something falling. 
In addition, there is present in most cases more 
or less evidence of intestinal toxemia, secondary 
to intestinal stasis ; indigestion, flatulence, obstinate 
constipation, and general ill-being. In a _ paper 
by myself and Moreland McCrea, published in 
THE LANcET of Nov. 10th, 1923, we pointed out 
that retroversion tended to produce constipation, 
chiefly because the backwardly-lying uterus inter- 
fered with the natural function of Douglas’s pouch. 
We showed that this extension downwards of the 
peritoneal cavity plays an important part in the 
mechanism of defecation because it permits pressure 
to be brought to bear on the upper rectum by the 
intestinal coils forced into the pouch during the act of 
straining. All conditions which obliterate or fill up 
Douglas’s pouch are accompanied by constipation, 
excepting those (such as acute inflammatory masses) 
which actively irritate the bowel. When the retro- 
verted uterus is large enough it hampers free passage 





through the bowel by sheer pressure, but the chief 
ill-effect of this displacement arises from the fact that 
when Douglas’s pouch is filled up by the uterus the 
intestinal coils during straining or any act that raises 
the intraperitoneal pressure are forced forwards above 
and in front of the uterus, and their compressional effect 
is exercised not as it should be, on the rectum, but on 
the bladder, and through it on the anterior vaginal 
wall. Such a change in the direction of the compres- 
sional force tends to cystocele. 

A further effect is that the absence of the uterus 
from its normal position leaves a considerable free 
space between it and the bladder into which the 
pelvic colon prolapses forwards, with the result that 
the meso-colon becomes elongated, whilst the lower 
coils of the small intestine descend into it, with a 
corresponding elongation of the mesentery, and these 
elongations are enhanced by the chronic distension of 
the intestine which accompanies the stasis (Fig. 1). 
A large proportion of the cases of the type I have 
described come up for treatment and are operated on 
primarily on account of the genital displacements. I 
thus came to notice that operative rectification of 
a retroverted uterus, either by ventrofixation or 
round-ligament shortening, was frequently followed, 
not only by disappearance of the symptoms strictly 
due to the retroversion, but also by great improvement 
in the symptoms ascribable to the intestinal ptosis. 

he reason for this, I believe, is not only that the 
operation restores the normal defecatory mechanism 
and sometimes removes a hampering pressure from the 
lower bowel, but also because the replacement of the 
uterus shortens the abdominal cavity in its lower and 
front part, so that the intestines cannot fall so far in 
that direction, because the uterus and broad ligaments 
occupy the space where they would fall. I therefore 
began in selected cases to fix the uterus and broad 
ligaments in such a way as to form a complete barrier 
across the front part of the lower abdomen, completely 


Fig. 2. 








Showing the “ shelf ’’ and the sutures that hold it in position. 


cutting off the utero-vesical pouch from the general 
ritoneal cavity. The operation is in effect a com- 
ination of the operations of direct ventrofixation 
and round-ligament shortening, and is carried out as 
follows. 
Technique of the Operation. 


The abdomen having been opened the round ligaments 
are pulled up and a puckering suture is run along each, 
starting about an inch from the point where the ligament 
leaves the abdominal cavity and ending at the attachment 
of the ligament to the uterus. This suture, when tied, 
pleats the part of the ligament sutured, so that it forms a 
solid excrescence, attached to the side of the uterus, which 
is presently used to suspend that organ. The suture should 
be passed through the ligament itself, not merely through 
the peritoneum covering it, and the tied ends are left long. 
Starting from the edge of the wound, the round ligament 
forceps are passed outwards between the abdominal 
qpatennen and the rectus muscle until their point reache 
the spot where the round ligament leaves the abdomina 
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cavity, and then, still keeping the forceps subperitoneal, 
inwards under the peritoneum just in front of the ligament, 
until the forceps point reaches the situation where the 
pleating suture has been tied. The forceps point is then 
thrust through the peritoneum, the long ends of the pleating 
suture are seized, and the forceps are withdrawn the way 
they came, bringing the ends of the suture with them. 


Fic, 3. 











Showing how the “ shelf ’’ alters the position of the intestines. 


Traction on these sutures pulls the pleated part of the round 
ligaments against the abdominal wall to which they are 
subsequently fixed by passing the two ends of each suture 
through the aponeurosis on either side and tying them there. 
This is the method of round-ligament shortening that | now 
employ, as it effects a stronger suspension of the uterus than 
the older method in which merely loops of the ligaments were 
employed. The method leaves no gap through which intes- 
tine might make its way between the attached part of the 
ligaments and the lateral abdominal wall. The uterus itself 
has now to be attached, and this is effected by passing two 
silk sutures through the upper part of its anterior wall, 
which also pass through the aponeurosis and peritoneum 
on either side of the wound. Before, however, tying these 
sutures, it is necessary to pass a mattress suture lateral to 
them on either side, which, taking off from the uterus in the 
interval between the ventrofixing sutures and the pleated 
ligament, perforates the peritoneum and aponeurosis some 
half an inch outside their cut edges, and is tied there. The 
object of these sutures is to close the gap, which would 
otherwise exist, between the points where the uterus is 
ventrofixed and the round ligaments are attached. The 
wound is then closed in the usual way. 


The technique described results in the formation 
by the uterus and broad ligaments of a partition 
running transversely across the abdominal cavity, 
entirely separating it from the utero-vesical space 
(Fig. 2). This partition in the standing posture forms 
a shelf on which the intestines rest. Moreover, the 
front portion of the abdominal cavity is shortened by 
some three inches, so that the drag on the mesenteries 
is diminished by that amount, whilst the intestinal 
pressure is directed downwards and backwards into an 
opened Douglas’s pouch (Fig. 3). I have been per- 
forming this operation for some years with successful 
results, and all the patients on whom I have carried it 
out have been materially benefited by it. I therefore 
commend it to other surgeons as worthy of a trial. 
Care should be taken to fix the uterus sufficiently high 
to give the bladder ample room, and silk should be 
used for the main fixation sutures. 

I have no actual experience of the effect of the 
operation on subsequent pregnancy, as none of my 





patients have conceived, most of them having been 
of an age when pregnancy was unlikely. Judging, 
however, from the fact that neither ventrofixation, 
when properly performed, nor round-ligament short- 
ening have any ill-effect on pregnancy or labour, I 
believe that this operation, which combines the effect 
of the two, will be equally harmless. In a good many 
of the patients of the type under discussion the 
visceroptosis is entirely due to repeated child-bearing, 
and in such it is proper to tie the tubes and prevent 
further pregnancy. 

There are certain variations in the technique of the 
operation applicable to special cases which should 
be mentioned. The combination of symptoms of 
enteroptosis with menorrhagia either due to fibroids 
or uterine fibrosis is not uncommon. In such cases, 
if we cure the menorrhagia by hysterectomy, we make 
the enteroptosis worse, for a new space of considerable 
dimensions is created, into which the intestines, 
already prolapsed, will prolapse further. It is not, 
however, necessary, as a rule, to remove the uterus. 
In the case of fibroids the tumours should be 
enucleated and the sutured uterus used to make the 
‘*‘ shelf ’’ in the manner described. This is the more 
desirable because after myomectomy suture of the 
uterus to the abdominal wall along the line of the 
incision in the uterus (which should be on its anterior 
wall) is good technique, as it safeguards against oozing 
from the uterine wound. When the bleeding is due 
to fibrosis there are no discrete tumours to enucleate, 
but even here removal of the organ can be avoided, 
for through an incision in its anterior wall all the 
endometrium can be excised, and when the uterus is 
sutured it becomes a solid column of muscle without 
any cavity left to bleed from, and this solid column 
can be ventrofixed to form the centre part of the 
shelf, 

When the cecum is markedly prolapsed I suture its 
caput to the back of the right broad ligament, which 
forms the right-hand portion of the shelf, so as to 
prevent this portion of the bowel sinking into the pelvis. 
Similarly the pelvic colon can be sutured to the back 
of the left broad ligament, if there seems any advantage 
in so doing. 





HAY FEVER. 
By F. G. CHANDLER, M.D. Camps., F.R.C.P. Lonp., 


PHYSICIAN WITH CHARGE OF OUT-PATIENTS, CHARING CROSS 
HOSPITAL; PHYSICIAN, CITY OF LONDON HOSPITAL FOR 
DISEASES OF THE HEART AND LUNGS, 


It is a curious fact that although many hay fever 
subjects may react most strongly to the pollen of 
Phleum pratense (Timothy grass)—that is to say, out 
of those limited numbers of pollens usually employed— 
their hay fever will begin many weeks, often two 
months, before the Timothy grass comes into flower. 
Moreover, in many parts of the country this grass is 
comparatively rare. One may walk for miles without 
seeing a single specimen. It is clear, therefore, that 
hay fever is not caused by Timothy grass pollen. 
Freeman,' however, denies to the toxin any speci- 
ficity. Any pollen, he says, may produce the same 
reaction, but in a lesser degree. A mixed antigen, 
therefore, is not necessary, and an attempt to produce 
a specific antigen is in vain; and for treatment all 
that is necessary is a Timothy grass pollen antigen. 
I doubt if this hypothesis is tenable. It is true 
that most hay fever subjects will react to Timothy 
grass, and that the reaction to this pollen is frequently 
the most marked. Nevertheless, if tests are made of 
various pollens (and I think the dermal method is by 
far the best method of making the test),? it will be 
found that a marked reaction is aroused by some 
grasses and none by others. For example, a certain 
case (D. F.) tested by the following grasses gave the 
following results : 


t Freeman, J.: THE LANCET, 1911, ii., 81 
* Chandler, F. G.: THE LANCET, 1925,i., 11 
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Table showing Reaction to Certain Grasses. 


W heal ted zone 
(cm.). (cm. ). 
Mixed grass pollen 5 x3 
(Duncan, Flockhart). 
Foxtail grass 
( Alopecurus). 
Rye grass (Lolium). 
Meadow grass (Poa). 
Yorkshire fog grass 
(Holcus). 
Cock’s foot grass 
( Dactylis). 
7 Timothy grass(Phleum). + + +4 


Grasses, 





1 
2 
3 
4 
5 
6 


Again in a case (W. W. B.) I found no reaction to 
Timothy grass, but a marked reaction to Lolium and 
Holcus. 

There would appear, therefore, to be several pollen 
toxins and not one pollen toxin. If this is so it would 
seem reasonable to attempt to make a more specific 
antigen and not to use Timothy grass pollen as a 
more or less non-specific desensitiser. This I have 
been doing in my own practice for the last year or 
two with apparently good results. 

What is the Exciting Cause ? 

Seeing that Timothy grass pollen is not responsible 
for the onset of hay fever, it is a matter of great 
interest to know what is the exciting cause. Now it 
is the anemophilous plants alone that are likely to 
cause this disorder. Of these the most important 
are certain trees, the flowering trees and the catkin 
trees (Amentavew), sedges, rushes, and grasses. I 
have tested several tree pollens but have seldom 
obtained a reaction. Most of the sedges and rushes 
come into full flower after the beginning of the 
hay fever season. Of the grasses the most common 
early flowering grass is Anthoranthum odoratum 
(sweet-scented vernal grass), whole acres of which 
may be seen fully out in May. This spring I have 
collected the pollen of this grass, and with it suspended 
in 14 per cent. alcohol I have obtained very marked 
and intense dermal reactions, so great as to leave 
little doubt that this is one great cause at least of 
hay fever, if not the chief cause. 

Of those cases that I have been able to test up to 
now very marked reactions have been obtained, e.g. : 


Wheal Red zone 


Theoretically, we ought to be able to desensitise 
pollen-sensitive subjects. Sometimes we seem to 
succeed, at others to fail. I believe that frequent 
injections are necessary, at least three injections a 
week, immediately before and during May, and then 
at perhaps longer intervals for the rest of the hay 
fever season. I would suggest that Anthoxanthum 
pollen should be added to the usual group of test 
pollens, and that this should form a constituent of 
all stock hay fever vaccines. If a pretty name is 
required, Anthoxanthene might meet the demand. 
The pollen may be collected by taking the heads, just 
before the anthers are due to emerge from the glumes, 
and grinding them up with 14 per cent. alcohol and 
straining off all coarse particles; or the grass may 
be collected just before flowering, placed in water, 
protected from draught, and the pollen allowed to 
fall upon paper. In sheltered positions it is possible 
to collect the pollen from the grass where it grows 
direct : but usually all the pollen grains are blown 
from the anthers the very moment they ripen. 

I suggest that a method of scientific standardisation 
of the solutions of the pollen would be to count the 
grains, as leucocytes are counted, and subsequently 
to dilute and treat as may be needed. 


Anthoxanthum pollen solutions may now be 
obtained from Messrs. Duncan and Flockhart. 





SOME ANATOMICAL AND MECHANICAL 
FACTORS TO BE CONSIDERED IN THE 
OPERATION OF 


POSTERIOR GASTRO-JEJUNOSTOMY. 
By DONALD MacLEOD, F.R.C.S. EpDIn., 


HON. SURGEON, LEIGH INFIRMARY ; LATE R.8S,0., NORFOLK 
AND NORWICH HOSPITAL, 


POSTERIOR gastro-jejunostomy is admittedly the 
operation of choice in the treatment of duodenal 
ulcer, but the method varies and the function is 
still in dispute. There are two schools, one of which 
believes that the physiological effect is the pre- 
dominant factor, the other that drainage of the 
stomach is the mainly important one. I believe 
that this operation is essentially one of drainage, 
and where no-loop gastro-enterostomy is used as a 
drainage operation there are definite indications for 
the length, direction, and position of the incision into 
the stomach. In view of differences in the technique 
adopted by different surgeons it may be worth while 
to review these indications. 

In a large series of observations made during 
operations and at other times in the anatomical 
department of the Victoria University, Manchester, 
it was found that the position of entry of the jejunum 
into the general peritoneal cavity—that is, that part 
of the jejunum which lies below the duodeno-jejunal 
flexure as it passes either through the transverse 
mesocolon or immediately between it and the posterior 
abdominal wall—is constant in position regarding its 
level, and lies either in front of or to the left side of 
the third lumbar vertebra. In some cases of general 
visceroptosis it was placed as low as the lower border 
of the fourth, but it was always well above the level 
of the greater curvature. The position of the lowest 
part of the stomach is not constant, but lies somewhere 
on the greater curvature, between two points, one of 
which lies one inch and a half from the pylorus and 
the other two inches to the left of the middle line. 
No matter how atonic or hypertonic the stomach, this 
never varies. What appears on mere inspection to 
be the lowest part of the stomach is not necessarily 
so, as the position of the pylorus may vary according 
as the patient is supine or erect. The most dependent 
part of the stomach can be found by pulling the wound 
edges apart and applying gentle and even traction 
downwards on the greater curvature itself, or on the 
transverse colon from left to right or vice versa. 
In the great majority of cases this lies to the left of 
a artery, but in a few it is placed to the 
right. 

The subjacent proximal jejunum—that is, that 
portion of the jejunum extending from its point of 
entry to the point where it is crossed by the greater 
curvature—runs sharply downwards, in most cases 
across or just to the right of the most dependent part 
of the stomach, and in a lesser number of cases slightly 
obliquely to the left. 

The length of that portion of the posterior stomach 
wall lying in relation to this part of the jejunum 
varies, of course, according to whether the commence- 
ment of the jejunum lies nearer the greater or lesser 
curvature; but in every case there is ample for 
a no-loop anastomosis with a satisfactorily large 
stoma. 

We have here, then, a most tempting method for 
our anastomosis, and that is to open into the lesser 
sac through the transverse mesocolon to the left of 
the middle line, and stretch this opening in all direc- 
tions—particularly upwards and backwards to the 
commencement of the jejunum, and downwards as 
far as the arch of the left branch of the midcolic artery. 
We then note the point on the posterior wall of the 
stomach which lies in relation to the jejunal entry, 
and apply our clamp to that part of the stomach lying 
between this point and its lowest part, the stomach, 
of course, having been pulled out through the meso- 
colic opening. An equal length of proximal jejunum 
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putting on the clamp. 

It is very important that the edges of the opening 
in the mesocolon should be sutured to the stomach 
wall after the anastomosis is completed, because, 
apart from anything else, when the clamps are removed 
the stomach readjusts itself and recedes into the lesser 
sac, and if its lowest part lies to the right of the mid- 
colic artery it will drag a part of the bowel lying just 
distal to the anastomosis with it, and kinking will 
ensue owing to its being slung over the right edge of 
the mesocolic opening in which runs the artery. 


Advantages of the Method. 


The advantages of this method are: (1) That there 
is a vertical or slightly oblique opening in the posterior 
wall of the stomach extending right into the great 
curvature at its most dependent part. (2) That there 
is very little disturbance of the normal anatomical 
relationship of stomach and proximal jejunum, the 
factor of relationship being an extremely important 
one in any operation. (3) That the anastomosis is, 
for all practical purposes, a natural no-loop one. 
(4) That the incision is placed between the large 
vessels which run upwards for a variable distance 
on the posterior surface of the stomach. If any of 
these should, however, be cut, the haemostatic stitches 
whose direction is necessarily at right angles to them, 
are very efficient in checking hemorrhage. (5) That 
in the matter of drainage an incision into the lowest 
part of the stomach is more effective than one placed 
elsewhere. (6) That no matter what shape or form 
the stomach may assume during contraction, the 
food must in its passage onwards reach that opening. 
(7) That there is never any regurgitant vomiting, 
immediate or remote. 

I am well aware of the fact that many surgeons 
use a vertical incision into the stomach, but what 
I have tried to emphasise is that there are several 
very important factors which have a distinct bearing 
on the length, direction, and position of that 
incision. 

There is another incision commonly used—the 
transverse or oblique. This lies horizontally between 
the two curvatures of the stomach and must inevitably 
involve a certain amount of kinking of the jejunum 
both at its commencement and at the stoma in a 
no-loop, and at the stoma alone in a short-loop 
operation. The nearer the greater curvature this 
incision is placed, the greater the danger from hzmor- 
rhage. The anatomical relations of the parts are 
unnecessarily disturbed. The stoma does not under 
any circumstances lie at the most dependent part 
of the stomach. Even when the stomach is full 
there is a quantity of food which will pass on towards 
the pylorus without ever having the opportunity of 
coming into contact with the opening, and this is the 
portion of food which passes below the level of the 
stoma and makes its way out through the pylorus. 

I have on many occasions observed this on the 
X ray screen, and in order to lessen this possibility 
and increase the facilities for drainage I devised an 
operation ' which I have since given up in favour of 
the method dealt with in this note. Believing, as I 
do, that drainage is of prime importance, I feel quite 
sure that this method is the most suitable and satis- 
factory from every point of view, and that no other 
is so efficient. 





1 Practitioner, January, 1920. 


A New PERTHSHIRE CoTraGE HosprraL.—The 
Duchess of Atholl, M.P., has opened a cottage hospital which 
has been given to the town of Auchterarder and the neigh- 
bouring villages by Mr. Andrew T. Reid, of Auchterarder 
House, as a memorial to his father and mother. Mr. Reid 
has also provided an endowment which will provide an 
annual income approaching £1000. 





CHIEF ASSISTANT, CARDIOLOGICAL DEPARTMENT, 
ST. BARTHOLOMEW'S HOSPITAL; PHYSICI AN, 
EAST LONDON HOSPITAL FOR CHILDREN, 

SHADWELL, 


A PRIMARY consideration in attempting to assess 
the result of any diseased process is an estimation of 
the degree to which repair is possible. No single 
factor is more concerned in this than is adequacy of 
circulation. Absence or deficiency of oxygen or food 
will prevent recovery when all active toxa#mia or 
infection has ceased. It is not enough to regard 
the larger vascular supply, for the smallest arterioles 
and capillaries are the only intimate intermediaries 
between the lymphatics and parenchyma of the 
organ and its food sources. 

The object of this paper is to analyse the dependence 
between cardiac function and cardiac circulation. 
The conclusions in it are manifestly incapable of 
experimental proof in the human subject, but some 
of them are necessarily true upon logical and physio- 
logical grounds alone. Almost without exception 
the causes of heart failure are primarily poisons. 
Some, like that of diphtheria, are exotoxins and 
produced away from the heart; others, like that of 
syphilis and possibly also of rheumatism, arise from 
a local infection. When the poisons themselves have 
been neutralised or have ceased, recovery should 
occur provided the blood-supply to the parenchyma 
is efficient. An anatomical examination of the 
vascular system of the heart is incapable of suggesting, 
as does the portal or pulmonary, its essential variations 
from the normal. It has arteries, capillaries, and veins 
as has any other organ, but differs from all others in 
its rhythmic motility. 

Physiologically, it is an easy matter to measure the 
outflow from the coronary sinus, to deduce from it the 
amount of the coronary flow, and to measure the 
volumetric changes produced in this by a number of 
different factors. A measurement of the flow as 
it occurs in the lumen of the coronary arteries during 
systole and diastole, and the relation of this to the 
various phases of the cardiac cycle, is a different 
matter, for allowance must be made for the effect of 
the peripheral pressure exerted upon the terminal 
distributions deep in the substance of the contracting 
muscle. The vessels must, therefore, be thought of 
anatomically in reference to this effect upon them of 
cardiac function. Contraction of the heart will 
completely empty the capillaries and veins, and will 
prevent the entrance into the substance of the organ 
of arterial blood during systole, for the systolic arterial 
blood pressure, at any rate in the all-important left 
ventricle, must be equalled by the systolic muscular 
force, and peripheral arterial pressure decreases with 
the diminution in the size of the lumen. 

Tracings of intra-coronary pressure taken physio- 
logically show a systolic rise that is maintained also 
to some degree during diastole, but such tracings are 
apt to give a false mental picture. Similar tracings 
of the systemic circulation taken from the radial 
pulse are accompanied by a concomitant onrush of 
arterial blood through the organs, and an unreflecting 
examination of coronary tracings by analogy accepts 
a similar result in reference to the heart. Reflection 
will show that both are pressure readings and that 
the coronary systolic period is accompanied by no 
corresponding flow through the contracted heart 
muscle. The surface arteries only are filled with 
blood at the systolic pressure, but this blood is for the 
moment relatively stationary and prevented by muscle 
contraction from entering the vessels in the substance 
of the organ. This preliminary filling of the surface 
vessels can have no relation to the nutritive flow 


through the substance of the heart, and in the argument 
it is therefore disregarded, attention being confined 
to the latter essential process. 
receive 

K2 


Thus, the individual 


heart muscle-fibres through their nutrient 
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arterioles and capillaries no blood whatever during 
systole. Their intimate supply of oxygen and food 
is contingent upon diastole and is limited entirely 
to that part of the cardiac cycle. The effect of systole 
is to wring out from the organ its waste products and 
to prepare it for its next diastolic supply. 

The cardiac circulation is thus the antithesis of the 
systemic ; it is inverted in point of time. The term 
** cardiac circulation ’’ should he restricted, function- 
ally speaking, to this diastolic supply of oxygen and 
food and systolic elimination of waste products. It 
is in this sense that it is used hereafter. 


Factors Influencing the Cardiac Circulation. 

The systolic ebb in the cardiac circulation, during 
which blood leaves the heart, is produced by the 
forces of muscular contraction. The resistance opposed 
to this in the cardio-venous system is probably so small 
as to be of no material consequence, even to a weakly 
beating heart. It is the diastolic flow to the muscle- 
fibres that is dependent upon certain definite circula- 
tory factors. Chief among these are the length of 
diastole, the intra-aortic diastolic pressure, and the 
lumen of the cardiac arteries. The intrathoracic 
negative pressure may act as a minor influence during 
inspiration. 

The Length of Diastole.-—The length of ventricular 
systole is fixed within variable limits, measuring it by 
the corresponding electrical complex, at about 0°43 
of a second. It follows, therefore, that the length 
of diastole is in inverse ratio to the _ heart-rate. 
The slower the rate the more likely is the maximum 
supply of food and oxygen to reach every muscle- 
fibre during each cycle.’ Bradycardia, apart from the 
question of rest, should theoretically, therefore, be 
actively sought in the therapeutics of cardiac disease. 
Tachycardia on the contrary is likely to interfere, 
by diastolic shortening, with the blood-supply to the 
heart muscle. There is probably a critical rate above 
which starvation and anoxzmia of the muscle begins. 

Apart from digitalis, the slowing action of which is 
mainly that of increasing heart-block in auricular 
fibrillation, there is no drug in clinical use actively 
capable of slowing heart-rate. Such an agency 
would be of great therapeutic value. In auricular 
fibrillation the irregular ventricular rapidity must 
result in a considerable variation in the cardiac 
blood-supply, for many of the auricular impulses 
reach the ventricle nearly empty of blood and thus 
incapable of raising the aortic valves and of producing 
a diastolic tension at all. The irregularity, apart from 
the inadequacy, of food-supply may be in some degree 
deleterious. “ 

The diastolic flow of blood to the heart, apart from 
the length of diastole, is affected as regards its suffi- 
ciency by the amount of muscle to be supplied. 
Where great and progressive hypertrophy occurs, 
seeing that diastolic pressure remains fairly constant, 
there may come a point where even at a normal rate 
the blood-supply to the muscle becomes inadequate. 
Before this point is reached there will have been a 
gradual diminution in the heart-rate above which the 
diastolic flow is insufficient. More briefly, tachycardia 
becomes uneconomic to a greatly hypertrophied heart 
at progressively lower rates and in proportion to the 
degree of hypertrophy. 

It is not without significance that pathological 
tachycardia as a rule accompanies a lowered systolic 
and diastolic blood pressure and that the largest 
hearts are to be found in aortic regurgitation where 
the diastolic pressure is also low. The tachycardia 
of a failing heart may be as much a factor in further 
failure as excessive hypertrophy may be in a heavily 
burdened organ. The coronary arteries as a rule 
enlarge to some extent with the enlarging heart, but 
not infrequently their lumen shares in the disease, 
syphilis or arterio-sclerosis, to which indirectly the 
ealargement is due. 


The Intra-aortic Diastolic Pressure. 
By the diastolic pressure is here meant the whole 
of that period of intra-aortic tension that begins 





with the closure of the aortic valves. This intra- 
aortic diastolic tension is the chief factor determining 
the blood-supply to the heart muscle. The pressure 
must not only be of a certain degree, it requires to 
be exerted for a certain length of time to produce an 
adequate coronary flow. It is dependent upon five 
main factors : competence of the aortic valve, systolic 
output per beat, elasticity of the aortic wall, con- 
tinuance of tone in the peripheral arteries, arterioles, 
and perhaps capillaries, and the systolic blood pressure. 
Inadequacy of any one of these five will influence 
either the height or the duration of the diastolic 
tension. 

Incompetence of the aortic valve produces a 
lowering of the pressure at the beginning of diastole 
and a more rapid fall of pressure after it. Each of 
these changes becomes progressively more marked 
with the advance of the lesion, and each of them has 
a direct effect upon the diastolic flow of blood to the 
heart muscle-fibres. This is probably the chief reason 
for the fact that aortic regurgitation has a more 
serious prognostic significance than any other valvular 
lesion. Moreover, the various factors concerned 
interact to their mutual increase; the diastolic flow 
of blood is delivered at a lower pressure and for a 
shorter period to a larger mass of diseased muscle, 
very often through narrowed and rigid vessels. 

The elasticity of the aortic wall is its main function 
in health. The organ is a conserver of power no less 
than of blood, and by its elastic recoil upon the 
contained mass it completes the systemic work begun 
by systole and accomplishes the transference to the 
heart muscle of oxygen and food. As the lesser 
vessels branch from the main trunk and become a 
network of finer and still finer twigs, the elastic tissue 
is replaced by muscle-fibres that sustain the hydraulic 
load at the desired pressure. There is thus no hard- 
and-fast line to be drawn between the two functions, 
elastic and muscular, in respect of their effect upon 
the diastolic blood-supply to the heart ; inadequacy 
of either will provoke changes in both systolic and 
diastolic pressure. Nor is it possible in the human 
subject to prove the effects upon the coronary flow 
of the loss of elastic aortic recoil due to syphilitic 
aortitis, or of severe atheroma, or of the more diffuse 
forms of arterio-sclerosis. It is hardly likely that the 
effect in either case is entirely negligible. Arguing 
upon first principles it would seem that the aortic 
rigidity would impair and that the peripheral arterio- 
sclerosis, by raising the diastolic tension, might actually 
increase the cardiac circulation and, therefore, 
efficiency. Incidentally, the effect of a hot Nauheim 
bath is to slow the rate and to raise the peripheral 
blood pressure, both of which measures are to the 
advantage of the circulation through the heart muscle. 

The systolic, and to a lesser extent the diastolic, 
blood pressure often falls with a pathological increase 
of the heart-rate, which in its turn frequently varies 
with the cardiac efficiency. Tachycardia is the first 
confession of a failing heart. To recover from failure 
and from the cellular poisons causing it, requires the 
oxygen, food, and rest which are to some extent 
denied by the increased rate, if this increase is above 
a certain point. The vicious circle set up can best 
be broken by a reductionin rate. The effect of coronary 
disease upon the cardiac blood-supply needs no 
elaboration. It should be remembered that the flow 
through the cardiac muscle does not begin until closure 
of the aortic valves when the pressure is lower than 
that of systole, that it continues with a falling pressure, 
and that therefore any diminution of the lumen will 
have a greater effect than in the case of a similarly 
diseased systemic artery. 


Conclusions. 
The cardiac circulation is an inversion as regards 
rhythm of the systemic, as stated first by Thobesius 
in 1709. Itis directly dependent upon the height and 


duration of the intra-aortic pressure during diastole. 
Any change in the latter is immediately reflected in 

Aortic regurgitation starves 
The cardiac circulation may 


the cardiac circulation, 
the muscle of blood. 
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possibly be influenced by loss of aortic elasticity. 
Tachycardia above an unknown rate must inevitably 
impair the cardiac circulation, though this might be 
to some extent compensated by a raised diastolic 
pressure. In assessing any cardiac or cardiovascular 
lesion it is logical to consider separately its possible 
effect upon the cardiac circulation. 

In attempting to devise fresh methods of therapy 
in cardiac failure or disease the virtues of bradycardia 
as a definite end to be sought should be borne in 
mind. 


Note.—Since completing the above paper the writer 
has had the privilege of personal communication 
with Dr. G. V. Anrep, who has devised an electrical 


Aorta 


Ventricle 












Auricle 


Coronary 
Outflow 


Chart showing time relations between (from top downwards) : 
(1) aortic pressure; (2) left intraventricular pressure ; 
(3) electrocardiogram ; (4) intra-auricular pressure; (5) out- 
flow of blood from the coronary sinus; (6) inflow of blood 
into the coronary arteries. Readings 5 and 6 refer to the ebb 
and flow of blood in and into the coronary vessels, and the 
argument in the text refers to the conditions in the smallest 
vessels in the substance of the muscle. It is suggested that 
the continued flow of blood into the coronary arteries (not 
necessarily into the cardiac substance) during the early part of 
systole may be due to two factors: (1) the distension of the 
epicardial vessels ; (2) the fact that the right intraventricular 
pressure is less, normally, than is the left, so that the effect 
of this latter—as manifested by the systolic intra-aortic 
pressure—may be to force some blood into the right ven- 
tricular substance against the resistance of the former. The 
argument as regards the ultimate vessels of the left ventricle 
—and possibly as regards those of the right—remains 
unaffected. 


method of measuring coronary flow. A chart indicat- 
ing the time relations between the systoles of auricle 
and ventricle with the flow of blood in the coronary 
arteries and coronary sinus is appended, thanks to 
his kindness. Dr. Anrep’s work is in process of 
publication and confirms in the main the conclusions 
reached above. 


LIVERPOOL OPEN-AIR HOsPITAL FOR CHILDREN. 
This hospital at Leasowe, in Cheshire, is maintained by 
rants from the Liverpool Corporation, the Ministry of 
fealth, the Board of Education, and various local authorities. 
The report of the senior medical officer, Dr. T. Hartley 
Martin, shows that last year 82-8 per cent. of all cases 
treated were discharged ‘‘ disease quiescent ’’; 26 of the 
total of 213 discharged were found, after a short stay, to 
be non-tuberculous. Six patients were discharged as 
unimproved ; one of them, a case of tuberculous osteitis, 
had been in the hospital for 1531 days. Several out-patient 
clinics have been established, and Leasowe claims to have 
been the first hospital in the country where after-care work 
formed part of the original scheme. All the children who 
_ able to benefit receive three and half hours’ instruction 
daily. 
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TWO CASES OF 
SPLENECTOMY IN PURPURA 
HZ MORRHAGICA. 
By A. W. FaAtconer, C.B.E., D.S.0., M.D. ABERD., 
M.R.C.P. Lonp., 
PROFESSOR OF MEDICINE, UNIVERSITY OF CAPE TOWN ; 
AND 
A. R. McLacaran, F.R.C.S. ENG., 


LECTURER IN CLINICAL SURGERY AT THE UNIVERSITY, 


Kaznelson ! first published a case of splenectomy 
in purpura hemorrhagica in 1916, but it was not until 
Brill and Rosenthal’s paper in 1923 that general 
attention was called to the operation. Since then 
many cases have been published. In the great 
majority of cases of typical purpura hemorrhagica 
the results have been very satisfactory. In the more 


atypical cases the results have been frequently 
disappointing. 
Clinical Records. 
The following two cases have been under our 
charge. 


CasE 1.—J. S., female, aged 10. Up to the beginning of 
December, 1923, the child had been perfectly well. She 
then developed purpuric spots over the thighs and legs. 
A fortnight later she began to suffer from epistaxis. On 
Dec. 23rd she was seen by Dr. 8S. E. Kark. She was running 
a temperature up to 103° F. There were numerous sub- 
cutaneous ecchymoses and petechi# over the body. Both 
elbow-joints were painful, fusiform in shape, and the skin 
over them discoloured. A blood film examined at the 
Government Pathological Laboratory, Cape Town, reported 
a secondary anemia with a normal differential leucocyte 
count. She was treated with injections of thrombin and 
calcium lactate by mouth without effect. From Dec. 25th 
she had an intravenous injection of afenil every second day 
for six injections. During this period the temperature 
became normal and the bleeding stopped, but a week later 
all the symptoms recurred. She then had a whole blood 
transfusion. Following the transfusion she improved, but 
three days later she had a very severe attack of epistaxis. 
The posterior nares were plugged and the septum cauterised. 
A few days later a profuse hematuria occurred. On 
March 10th she was seen by one of us (A. W. F.) in consulta- 
tion with Dr. L. F. McDowell. The child was extremely ill, 
profoundly anemic, and was running an irregular temperature 
up to 103°. There were numerous purpuric spots all over 
the body; epistaxis was continuing in spite of plugging of 
the nose. There was constant oozing of the gums and an 
intermittent hematuria. The spleen was just palpable. 
A blood-clot which had stood from the night before showed 
no attempt at retraction. The bleeding time was much 
prolonged. A blood film showed intense anwmia with 
anisocytosis and polychromatophilia, and an occasional 
normoblast. Blood platelets were much reduced, only an 
occasional isolated large platelet being found. There were 
no abnormal white cells. 

As bleeding was still continuing freely and the condition 
of the child seemed critical a blood transfusion followed by 
splenectomy was advised. On March Ilith, 1924, Dr. 
McLachlan removed the spleen, preceded by a transfusion 
of 300 c.cm,. of citrated blood. For 24 hours the condition 
of the child was critical, but no further bleeding occurred 
after the operation.. A moderate pyrexia continued for 
a week, but the temperature then became and remained 
normal and the child rapidly became convalescent. 

Macroscopic description of the spleen: Weight, 272 g. ; 
measurement, 14x9x3cm. The surface was smooth and 
somewhat soft in consistence. Stroma had a_ reddish 
appearance, the Malpighian bodies standing out as white 
dots. 

Microscopic description of the spleen (Prof. B. F. Ryrie) : 
The capsule is of normal thickness and the coarse stroma of 
the organ is not increased. Arteries and arterioles are 
normal in appearance. The Malpighian bodies are of normal 
frequency, but stand out very prominently on account of 
their structure. Each shows a relatively large pale centre 
in which the cells are large and show faintly staining 
cytoplasm. The nuclei of these cells vary, are large, irregular 
in shape, and show much karyolysis and karyorrhexis. 


Frequently these central cells tend to diminish in numbers, 
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and the fine supporting stroma becomes correspondingly 
prominent. These centres, although prominent. are never 
active and show no mitosis. Relative to these centres the 
lymphoid tissue is deficient. There is much blood in the 
splenic sinuses. The lining endothelial cells are not 
prominent. The splenic pulp is less cellular than normal 
and contains fewer lymphocytes. Eosinophils are relatively 
frequent. There is no demonstrable deposit of iron. 

We are indebted to Dr. Kark, under whose care the 
child was in the earlier stages of her illness, for the 
notes of her condition at that time. 

She was seen by one of us (A. R. MeL.) in February, 
1926. There had been no further bleeding, and she 
was said and appeared to be in perfect health. 
Unfortunately the parent would not allow any blood 
examination, 


CASE 2.—Mrs. M., aged 28. Admitted on July 9th, 1925, 
to the New Somerset Hospital on account of uncontrollable 
epistaxis without local cause. 

Previous history: Patient stated that she had been 
healthy, but admitted on questioning that for years she had 
bruised readily. Menstruation had been normal. Tonsils 
removed 15 years ago on account of repeated sore-throats, 
but without making much difference to the frequency of 
the attacks. Diphtheria 18 months before admission. 
One child, aged 4, born without difficulty. Says she had 
a three months miscarriage in October, 1924, without 
excessive loss. 

Family history : 
from bleeding. 

History of present illness: In November, 1924, patient 
began to suffer from repeated epistaxis. Shortly after this 
she noticed the presence of small purpuric spots all over the 
body and limbs, and the appearance of large bruises without 
any known cause. The teeth also bled easily. She became 
extremely pale, breathless, and easily tired. In February, 
1925, she became pregnant. The bleedings, particularly 
the epistaxis, continued until admission, and she became 
more and more anz#mic. 

On admission patient was fat and flabby, mucous 
membranes extremely pale. There were a moderate number 
of petechi# and ecchymoses over the body and limbs, 
There was frequent oozing from the gums and repeated 
epistaxis occurred, which was not efficiently controlled 
by packing. Otherwise no bleeding from the mucous 
membranes. The spleen was not palpable. The uterus 
extended almost to the umbilicus. The fundi oculi showed 
cedema and blurring of the discs and several hemorrhages 
in each. The circulatory system showed a moderate sinus 
tachycardia, and a systolic murmur at all the orifices. 
The urine at times showed a trace of albumin, but functional 
renal tests were normal. 

Blood: On admission Hb. per cent.; red cells, 
800,000 ; white, 5000; polymorphonuclear, 30 per cent. ; 
lymphocytes, 68 per cent.; transitional, 1 per cent. ; 
hyaline, 1 per cent. There was considerable anisocytosis 
with the presence of numerous megalocytes. Blood platelets 
were extraordinarily scanty, and in a differential count 
none might be seen at all. When seen they were isolated and 
generally large. Bleeding time was much prolonged—from 
11 to 15 minutes—coagulation time rather diminished. 
Blood-clot after 12 hours almost completely non-retractile. 
Van der Bergh test negative. 

After admission she continued to have repeated epistaxis, 
oozing from the gums, and small haemorrhages into the skin. 
The blood remained much the same. The differential 
leucocyte count varied slightly but there was always a 
distinct relative lymphocytosis. 

On August 10th, 1925, Dr. McLachlan removed the spleen 
preceded by a blood transfusion. The operation was 
difficult, as the moment the anesthetic was started profuse 
epistaxis occurred which could not be adequately controlled. 
The stomach was dilated, the uterus extended to the 
umbilicus, and the spleen could not be delivered and had 
to be tied in the depths. The patient was removed from the 
table in a very bad condition. Following the operation, 
however, the patient had an astonishingly easy con- 
valescence. All bleeding stopped, and apart from a very 
slight epistaxis ten days after the operation, the patient 
had no further serious hemorrhage. 

Two days after the operation the blood showed the 
presence of numerous nucleated red cells, but there was no 
apparent increase in platelets. The bleeding time was 
reduced to about four minutes. Ten days after the operation 
a second blood transfusion was given. This was also 
followed by the transient appearance of nucleated red cells 
in the blood. For six weeks the patient continued to 
improve, there was no further bleeding, the pregnancy was 
uninterrupted, and the patient felt so well that she was 
very anxious to get up. 

In spite of the absence of bleeding and the clinical 
improvement the blood did not show corresponding improve- 


No members of the family had suffered 


9” 





ment, and the red cells never rose above 1,000,000. There 
was a slight evening rise of temperature. From the middle 
of September there was again slight oozing from the gums 
and a few petechi# appeared on the skin. There was, 
however, no serious hemorrhage. On Oct. Ist the red cells 
were 765,000 and the white cells 6500, with a sudden 
increase in the relative lymphocytosis to 76 per cent. 
General condition certainly not so good. On Oct. 5th 
spontaneous labour set in and the patient was easily 
delivered of a still-born child with very little loss of blood. 
Four hours after delivery, however, she suddenly died of 
cardiac syncope. No autopsy was permitted. 

Spleen: Prof. Ryrie reported: ‘‘ There is no change in 
the connective tissue trabeculae. The smaller arterioles 
show hyaline degeneration. The larger vessels are not 
altered. The Malpighian bodies are smaller than normal 
and ill-defined at their edges. Although the germ centres 
of lymphoid tissue are prominent this is not due to excessively 
active lymphoid tissue, but to an increased content of large 
cells of the supporting stroma. There are remarkably few 
red blood cells in the pulp. Polymorphs, large mononuclear 
cells, and plasma cells are present along with rather more 
eosinophil leucocytes than usually seen. The endothelial 
cells of the sinuses are prominent, largely due to a deficiency 
of other cells. There is no excess of iron pigment and no 
evidence of excessive phagocytosis.” 


Discussion, 

Case 1 is a typical example of essential thrombo- 
penia. The bleeding at once ceased after splenectomy, 
and the patient has remained free from symptoms 
for over two years. 

Case 2 is more difficult. 


It is generally admitted 
that border-line cases 


between aplastic anamia, 
purpura hemorrhagica, and acute myelogenous 
leukemia occur, in which at present at any rate, it 
may be impossible to make a differential diagnosis. 
Also some hold that an essential thrombopenia may 
terminate in a secondary aplastic anemia. In view of 
the severe anzeemias which may develop in pregnancy, 
it is possible that the pregnancy may have influenced 
the blood condition. An aplastic type of anaemia is 
rare in pregnancy though it has been described by 
Larrabee.? 

Purpuric eruptions in pregnancy are rare but have 
not infrequently been des :ribed. Rushmore * collected 
47 cases but they are not all of the same nature and 
of very different severity. Out of 44 cases there 
were 26 maternal deaths. 

The occurrence of pregnancy during a remission in 
chronic purpura hemorrhagica has been described 
several times, and labour has occurred without undue 
bleeding. Kaznelson’s first case of splenectomy for 
purpura hemorrhagica was a woman who had been 
purpuric since early youth. Four years before 
operation, in a remission, she had given birth to 
a child without difficulty. Nagy‘ reports a similar 
ase without splenectomy. In both these cases, 
however, the pregnancy occurred during a remission 
of the purpuric symptoms. With regard to the 
present case there is no doubt that the purpuric 
symptoms appeared several months before the onset 
of the pregnancy. The absence of any symptoms of 
the anemia before the onset of the haemorrhages, the 
notable diminution of the platelets, the prolonged 
bleeding time, the normal coagulation time, the non- 
retractile clot are in favour of a diagnosis of primary 
essential thrombopenia. Against the diagnosis of a 
primary essential thrombopenia are the relative 
lymphocytosis and the somewhat raised colour-index. 

Lucas and Fleischner * report a case of splenectomy 
in a child of 3} with purpuric symptoms in which 
the blood showed a high colour index, a relative 
lymphocytosis with in addition a considerable number 
of myelocytes. Splenectomy was not followed by 
any improvement, and at a partial autopsy almcst 
complete aplasia of the bone-marrow was found. so 
that the authors were unable to say that the condition 
was a true aplastic anemia or a terminal aplasia in 
the course of a leukemia. Farley* reports a case of 
a girl aged 18 with all the findings of an essential 
thrombopenia except that myelocytes were unusually 
prominent. Splenectomy was performed with distinct 
temporary improvement which persisted only a few 
weeks. After autopsy Farley was unable to decide 





THe LANCET, | 


PRITISH MEDICAL ASSOCIATION: PUBLIC HEALTH. 





[Sepr. 4, 1926 495 








whether the case represented an acute myelogenous 
leukemia ‘vith purpuric features or an _ essential 
thrombopenia with a marked stimulation myelocytosis. 

Following the operation in the present case there 
was temporarily a very notable improvement. 
although towards the end the patient did show a 
small number of petechial spots, and there was a certain 
amount of oozing from the gums, there was no more 
serious bleeding. The bleeding time was for a few 
weeks definitely shortened, but later again became 
more prolonged, Platelets did not appear to increase, 
and in spite of the absence of hemorrhage the red 
blood cells failed to increase. 

‘The practical lesson seems to be that in typical 
cases of essential thrombopenia, even in the presence 
of extreme anemia, one can recommend splenectomy 
with considerable confidence ; in atypical cases the 
outlook is much more doubtful. 


References.—1. Kaznelson: Wien. Klin. Woch., 1916, xxix., 
1451. 2. Larrabee: Amer. Jour. Med. Sc., 1925, 642, 381. 3. 
Rushmore: Amer. Jour. Obst., 1925, 553, abstracted Med. 
Rey., December, 1925. 4. Nagy: Zeitsch. f. Klin. Med., 1925, 
102, 284. 5. Lucas and Fleischner: Abt. Pediatrics, vol. iv., 538. 
6. Farley: Amer, Jour. Med. Sc., 1925, 640, 10, 


A CASE OF 
AMCEBIC DYSENTERY WITH LIVER ABSCESS 
CONTRACTED IN ENGLAND, 


By ALan S. Srvpson, M.R.C.S. Ena., 
HOUSE SURGEON, KING'S COLLEGF. HOSPITAL, 


In THE LANCET of Jan. 30th, 1926, a case of amoebic 
dysentery contracted in England was reported. The 
following case may therefore be of further interest, in 
that the patient, who contracted amoebic dysentery 
with a subsequent liver abscess, has never been 
outside this country. 


H. H., aged 53, was admitted to King’s College Hospital 
in December, 1925, complaining of severe diarrhoea with 
much mucus and occasional traces of blood. The onset was 
sudden, three to four weeks before he came to hospital. 
He said he had frequent calls to stool, averaging eight or 
nine in the 24 hours. 

On admission the patient had a temperature of 103° F., 
pulse 96; he was very weak; a tumour was palpable in 
the right lumbar region, ill-defined, tender, and its relation- 
ship to the liver difficult to make out. 

The blood count was: red blood corpuscles, 5,370,000 ; 
leucocytes, 8500; hemoglobin, 55 per cent. Differential 
count normal; Wassermann reaction negative; urine 
normal, 

The stools were examined, and the vegetative form of 
Entameoba histolytica was found in large numbers, and some 
precystic forms. 

Laparotomy was performed and the tumour was found to 
be an abscess in the substance of the right hepatic lobe, 
on the anterior aspect near the lower border. It was about 
the size of an orange and contained yellowish pus which 
proved sterile on culture ; no amo-be or cysts were found 
in this pus or in the subsequent discharges from the wound. 

Following the operation the patient was given a course of 
emetine bismuth iodide, gr. iii., daily for 12 days; this did 
not cause any vomiting but slight diarrhoea occurred for the 
first three or four days. 


The patient was discharged from hospital in good 
health one month following his operation, having 
put on weight. 


[ wish to thank Mr. J. Everidge 
permitting me to publish this case. 


for kindly 


Messrs. J. B. Lippincott Company announce the 
forthcoming appearance of a twenty-first edition of the 
United States Dispensatory and a seventh revised edition of 
Remington’s Practice of Pharmacy. The former is an 
authoritative encyclopedia of 2000 pages or more on 
pharmacy, chemistry, botany, and therapeutics, and contains 
over 60,000 indexed subjects with tables and formule given 
both in apothecaries’ and metric scales. The latter is 
edited by Profs. E. F. Cook and C. H. Wall, of the Philadelphia 
College of Pharmacy and Science, with the aid of 33 colla- 
borators, and is intended to be a complete guide for the 
professional or commercial pharmacist. 
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ANNUAL MEETING AT NOTTINGHAM. 
(Continued from p, 387.) 


SECTION OF PUBLIC HEALTH. 
WEDNESDAY, JULY 21ST. 
AT the first session of this Section, Dr. P. BoopByErR 
presiding, a discussion on 


Poor-law Reform and Public Health 

was introduced by Dr. T. MippLeETON MARTIN 
(M.O.H., Gloucestershire), who reviewed the history 
of the Poor-law and showed how the percentage of 
paupers had decreased from 5-3 in 1851 to 1-75 in 
1921 and had then risen to an average of 3-7 for the 
four subsequent years. He then indicated how social 
legislation had invaded the province of the Poor-law 
during the last 30 years. The term “ medical relief ”’ 
first appeared in an Order of 1842 and indoor medical 
relief was administered on the deterrent principle up 
to 1867 when curative treatment became the dominant 
feature. In the report of the Royal Commission of 
1905 the hope was expressed ‘‘ that ultimately it may 
be possible to dispense altogether with the service of 
the district medical officer and that his duties will be 
shared among medical men practising in the district.’’ 
Dr. Martin submitted tabular statements showing the 
large number of health agencies which catered for 
a population of over 380,000 in Gloucestershire, and 
how the 8500 Poor-law persons in that population 
were dealt with. Of the 212 practising doctors, 
175 were insurance practitioners and 75 were Poor-law 
medical officers, and it would not therefore involve 
a very great change if the Poor-law patients were 
distributed like the insured persons among all prac- 
titioners willing to accept them, thus removing the 
stigma of the Poor-law so far as medical assistance 
was concerned, <A higher capitation payment would 
be reasonable, but if the sum at present paid for 
these services to the Poor-law district medical officers 
were pooled a capitation rate double that of the 
Insurance Act would be available. 

Turning from domiciliary to in-patient treatment, 
Dr. Martin showed that of about 1900 hospital beds 
available for Gloucestershire’s population about one- 
third were under the Poor-law. Of the latter accom- 
modation about half was good and the remainder 
would require to be modernised. Additional maternity 
accommodation was required, especially in view of 
housing conditions. In Gloucestershire a consultant 
and nursing service could readily be made available 
for the Poor-law patients, and dental treatment in 
out-of-the-way districts could be obtained through 
peripatetic dentists. 

The services for the “ sick poor,” 


as outlined by 
Dr. Martin, would include : 


1. Domiciliary attendance by medical practitioners, as far as 
possible on the lines of the present insurance medical practice, 
which tends towards a preventive health service. 

2. In-patient treatment in hospitals (at present Poor-law 
infirmaries), and in additional accommodation (to replace 
unsatisfactory infirmaries) at existing or new cottage hospitals. 

3. Consultant services—-for example, ophthalmic treatment. 

4. Nursing assistance. 

5. Dental treatment as fully as practicable. 

6. Complete arrangements under the Scheme for the Extension 
of Medical Services, whereby the sick poor may have immediate 
access to the particular form or place of treatment most appro- 
priate to his case. 

The problem of the care of the necessitous section 
of the population has, Dr. Martin concluded, been 
one of gradual evolution; the next stage would 
naturally be to provide care and treatment of the 
sick amongst them on the lines recently developed 
for another large section of the community, thus 
avoiding unfortunate class distinction. 

Dr. JAMES FENTON (M.O.H., Kensington) discussed 
the problem in London and showed how efficiency 
and progress were retarded by the division of health 
duties amongst five executive authorities—viz., 


county council, borough council, Poor-law authority, 
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Metropolitan Asylums Board, and the Insurance 
Committee. The underlying principle of the London 
Public Health Act of 1891 was executive borough 
councils and an almost exclusively supervisory county 
council, but that principle was departed from when 
the county council was made the educational 
executive authority in 1907. After referring to the 
provisional proposals of the Minister of Health for 
Poor-law reform, Dr. Fenton said the principle of 
having the individual under the supervision of one 
single authority throughout the course of his life 
would be generally accepted, but London was 
too big for a single authority to be charged with all 
executive health functions. The Poor-law institutions 
had 46,800 beds and the M.A.B. institutions 23,000, 
while the total beds in the London voluntary hospitals 
only numbered 13,000. If the L.C.C. had to control 
the two first-named groups of institutions it would 
be necessary and desirable to charge the borough 
councils with the duty of carrying out all local health 
services of a non-residential character. Each borough 
would thus have transferred to it the school medical 
service, supervision of midwives, inspection of 
common lodging-houses, and also the work of the 
Poor-law guardians (other than that in connexion 
with residential institutions), and of the Insurance 
Committee. The county council, in addition to 
being the institution authority, would remain the 
supervisory and coérdinating authority and would 
become a provincial board of health for London, thus 
relieving the Minister of Health of much detailed 
work. Thus two authorities working in close 
coéperation would operate in each area instead of 
five as at present. It is only, Dr. Fenton concluded, 
by such distribution of functions as that outlined that 
metropolitan public health administration can become 
efficient, elastic, and capable of fullest development. 
In this way only can administration be really demo- 
cratic, enabling the citizens of each borough to have 
easy access to local representatives and responsible 
officers in their own areas: for central executive 


administration over an area so vast as the metropolis 
must, of necessity, be bureaucratic. 

Dr. R. P. Garrow (M.O.H., Chesterfield), speaking 
from the point of view of non-county boroughs and 
urban districts, voiced the strong objection of such 
districts to being placed under the control of the 


county councils. They also resented the raising of the 
population limit for county boroughs from 50,000 to 
75,000. The control by the county councils would 
not promote unification and prevent overlapping, 
but have the opposite effect. Public health was 
becoming more personal and the local touch must be 
maintained. The alternative was a radical revision 
of the areas and to make the local authorities of the 
enlarged areas responsible for all health services in 
their districts. The new areas should have a con- 
siderable town as their centre, to which they would 
look for their main hospital provision and which they 
would regard as the focus of health administration. 
Dr. ARTHUR L, BALy (chief M.O., Lambeth Board 
of Guardians) thought there would be a waste of 
public funds unless the present Poor-law system were 
retained and controlled in areas of reasonable size 
by local authorities. He quoted with approval the 
scheme outlined in the annual report (1924-25) of 
the New York United Hospital Fund to give the 
patient ‘‘ a single source on which he can depend for 
his health.’’ Such a scheme in London would necessi- 
tate the division of London into areas of reasonable 
size with a single authority for each in control of 
domiciliary treatment and all institutions, including 
fever, mental, and all specialised branches of medicine. 
This ideal could be attained most readily by modifica- 
tion of the existing Poor-laws, so as to ensure that 
they were properly administered. The Poor-laws 
sanctioned the provision of every possible form of 
medical relief, and the work done depended upon the 
character of the guardians and their officers. If 
efficient boards of guardians were established, it 
would be possible to attain the ideal of one authority 
for each area to the infinite advantage of all 





concerned, including the ratepayer. They ought to 
avoid, on the one hand, the evils associated with 
a large central medical authority and, on the other, 
the transference of the guardians’ duties to local 
authorities which had not in any way demonstrated 
their superiority to the existing guardians. If it was 
intended to centralise all the work in London on the 
county council, a satisfactory solution might be 
obtained by transferring the supervisory powers of 
the Ministry of Health to the county council, dividing 
London into areas of convenient size, and putting 
each area under the control of a local committee 
empowered to carry out its work in its own way. 
A further point made by Dr. Baly was the undesirable 
tendency to amalgamate medical insurance and public 
assistance. Insurance should be on an economic 
basis and public assistance not fully paid for should 
entail local disfranchisement. 

Dr. T. Eustace Hitt (M.O.H., co. Durham) 
thought the B.M.A. memorandum had overlooked 
the need for unification and the fact that county 
councils had had considerable experience in sanitary 
administration. He did not think it would be 
difficult for the county council to divide Durham 
into about 13 districts and do the work through a 
whole-time M.O.H. for each district. 

Dr. D. KrrRKHOPE (M.O.H., Tottenham U.D.) said 
his district had a population of about 150,000 and 
referred to the varying sizes of the counties as likely 
to work against efficiency. The Poor-law stigma 
might be removed by a change of name—e.g., the 
Edmonton Union Infirmary was now the North 
Middlesex Hospital. They must preserve local 
interest in the administration. 

Dr. STELLA CHURCHILL (L.C.C.) emphasised the 
enormous overlapping, and doubted the wisdom of 
transferring the administration of hospitals with 
70,000 beds to the county council. It would retain 
local contact if they were under the borough councils. 

Dr. JAMES WHEATLEY (M.O.H., Shropshire) said 
unification was absolutely necessary. London was 
quite a separate and special problem. 

Dr. H. SCURFIELD instanced the progress made in 
Hampshire and Essex towards unification by slightly 
different methods. 

Prof. F. E. WYNNE (M.O.H., Sheffield) referred to 
the harmonious coéperation of council and guardians 
and described how the two boards in Sheftield had 
been amalgamated, and the institutions of one of the 
boards had been taken over for the purposes of the 
council. No one wished to abolish efficient authorities, 
but many rural district councils were not efficient. 

Dr. H. B. BRACKENBURY (London) said the 
differences of opinion were more apparent than real. 
The memorandum of the B.M.A. had been approved 
in principle by the representative body since 1918. 
The Bill would be introduced next session but would 
not be dealt with till the session after. Rural areas 
required different treatment to populous urban areas. 
The Bill gave county councils power to deal as they 
liked with the transferred duties. They might 
delegate to the local authority. The county council’s 
power of supervision was new. He thought large 
urban districts should be exempted from county 
supervision, but did not object to the county council’s 
power to act in default. 

Dr. MARTIN, in replying, said the transfer of powers 
was not really on account of the incompetence of the 
guardians but because of the great need for unification 
of the medical services. He thought the county 
councils were the most suitable bodies to administer 
the transferred powers. 


THURSDAY, JULY 22ND. 
Food Deficiency and Preventable Illness. 

Dr. Stuart J. COWELL (Sheffield), in opening the 
discussion on this subject at the second session, said 
it was probable that a great deal more illness was due 
to defective diets than was at present recognised, but 
he proposed to confine himself to the discussion 
of common diseases as to which there was positive 
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evidence. The proportion of protein, fat, and carbo- 
hydrate in an adult’s diet could be varied consider- 
ably without producing signs of ill-health, and the 
same was being increasingly recognised in the case of 
infants, providing the diet was adequate in certain 
other qualitative respects. The amount of vitamins 
necessary to maintain good health in animals varied 
with the circumstances. Thus Mellanby had shown 
that the vitamin A must be increased if the cereals 
were increased, and Plimmer had shown that 
vitamin B must be increased if the total energy 
value of the diet was raised. Again, rickets could be 
produced in dogs receiving butter and oatmeal and 
prevented by the addition of extra calcium; and 
ultra-violet rays may compensate for the absence of 
vitamin D. On the basis of this work, rickets might 
develop in children under several sets of conditions. 
First, from deficiency of the antirachitic vitamin, 
in an otherwise well-balanced diet—e.g., a breast-fed 
infant of a mother whose stores of vitamin are low. 
Secondly, from deficiency of calcium in a diet low 
in antirachitic vitamin—e.g., a child receiving little 
milk. Thirdly, from excess of cereal, especially 
oatmeal, unless the excess of cereal is balanced by an 
increase of vitamin D. Fourthly, from absence of 
solar irradiation combined with relative deficiency of 
vitamin D—e.g., children brought up in smoky 
industrial areas. 

Dr. Cowell went on to discuss the relative advantages 
of artificial sunlight clinics and cod-liver oil. Irradia- 
tion only compensated for the lack of vitamin D, 
although it might temporarily mobilise existing stores 
of vitamin A in the body. Although irradiation alone 
might cure rickets, cod-liver oil by supplying both 
vitamins A and D was the more effective method. 
Irradiation impressed the mothers as a spectacular 
proceeding. Cod-liver oil was an _ old-fashioned 
remedy, often given irregularly, and might be disliked 
by the children if not in the form of a palatable 
emulsion. Some very few cases of renal rickets did 
not yield either to irradiation or cod-liver oil, and 
some cases responded only to subcutaneous injections 
of concentrated preparations of the oil. These rare 
cases did not affect the main conclusions. 

Turning from rickets to malnutrition or marasmus 
in infants, Dr. Cowell described the remarkable results 
which were being obtained in the Royal Infirmary, 
Sheffield, by the provision of a vitamin-rich diet for 
such infants— results which justified the contention that 
many cases of marasmus were due to vitamin deficiency. 
No humanising or modification of the milk was 
practised beyond simple dilution when necessary : 
but the diet was enriched by the addition of cod-liver 
oil emulsion, marmite, and orange juice. in order to 
make sure of adequate supplies of vitamins A, B, C, 
and TD respectively. The vast majority of these 
babies improved quite rapidly. Good results were 
being claimed for the artificial light treatment of 
infants at some infant welfare centres. He had 
occasionally met with marasmic cases in a stationary 
condition which responded to ultra-violet irradiation, 
and one or two where the irradiation of the milk 
started the improvement. He could not explain 
these rare cases, but they did not affect the main 
argument that most of such infants responded to the 
vitamin-rich diet alone. 

Dr. Cowell went on to show the prolonged effect 
on the young of good feeding of the pregnant and 
lactating mother. The diet of the hen affected the 
vitamin content of the egg, and the diets of cows and 
women had a similar effect on the milk. In bottle-fed 
infants and all young children the prevention of 
rickets could be ensured by giving cod-liver oil. Even 
infants in the first few weeks of life tolerated the oil 
in almost all cases. The dosage should be } drachm 
in the day at birth, gradually increased to 2 drachms 
and not exceeding that amount at age 2-3 years. 
After weaning, the child’s diet should include milk 
(the only considerable source of calcium in common 
foodstuffs) and other vitamin-rich foods. Such 
simple dietetic measures would not only prevent 
rickets and diminish the amount of marasmus and 





malnutrition. They would, as Mrs. Mellanby had 
shown, produce teeth which were better formed and 
less liable to decay. Lastly, there was much evidence 
that the resistance of the body would, by these means, 
be raised against both respiratory and alimentary 


infections. Rickety children were peculiarly liable 
to catarrhs, bronchitis, and pneumonia. Puppies 
getting cod-liver oil never had pneumonia. The 


routine administration of cod-liver oil had apparently 
largely reduced the incidence of diarrhcea in institu- 
tions, such as homes for illegitimate babies. 

It would appear possible, Dr. Cowell concluded, 
at the present moment practically to eliminate 
rickets, to improve enormously the condition of the 
teeth of our people, to lessen the infant mortality 
from malnutrition, diarrhoea, and respiratory infec- 
tions, and in general to raise the standard of physique 
and health. 

Dr. HELEN M. M. Mackay (London) spoke from 


the clinician’s point of view. The chief known 
specific food deficiencies in this country were 
deficiencies of iron, the organic antirachitic factor. 
the antiscorbutic vitamin, and of iodine in certain 


districts. There might be others but their presence 
among the population was as yet unproven. For 
example, there was not sufficient reason for assuming 
that constipation and digestive disorders were 
frequently due to the deficiency of vitamin B. Dr. 
Mackay went on to point out the wide distribution of 
vitamin B and to say that if there were a widespread 
deficiency she would expect occasional cases of 
beri- beri to occur. Similarly, keratomalacia and 
pellagra were extremely rare. The infant, until it 
received a mixed diet, was largely dependent fo1 
iron on the store in the liver at birth. This store was 
laid down in the later months of pregnancy, so that 
the premature infant was specially liable to anemia. 
The iron content of both human and cow’s milk was 
low. Minor degrees of anemia were quite common 
among full-term infants. The prophylaxis of this 
infantile anemia required more study. The deficiency 
of the antirachitic factor very commonly showed 
among children, but it was not established that 
widespread ill-health among adults arose from the 
cause. It was found that 15 per cent. of unselected 
new out-patients, aged 4 to 13 months, at the Queen’s 
Hospital for Children had X ray evidence of rickets 
during April, and in the northern industrial towns 
the incidence was much higher. Cod-liver oil was 
the best source of this factor and it was a pity that 
the public, under medical direction, wasted large 
sums on proprietary preparations which were relatively 
poor sources of this vitamin. A cod-liver oil emulsion 
begun gradually and given three times a day in the 
bottle (say, 1 drachm of the oil daily), was well 
tolerated by almost all infants. Tetany (a common 
cause of convulsions between 6 and 24 months of age) 
and respiratory infections were also caused by the 
deficiency of this factor. They had observed a much 
smaller incidence of respiratory infections (including 
otorrhcea) among the infants at the Vienna clinic. 
who were having cod-liver oil. If all bottle-fed 
and all breast-fed infants who were little out of doors 
had cod-liver oil during the winter rickets would be 
practically abolished, infant respiratory troubles and 
convulsions would be lessened, and the amount of 
dental caries would be decreased. Scurvy was not 
common now in London. The contrast with Vienna 
was very striking and she attributed this to the 
widespread use of orange juice in London. Tomato 
juice needed popularising as a substitute when 
oranges were dear (instead of the very much less 
effective grape juice). Another common deficiency 
was water. The benefits of a liberal supply of water 
were very striking in diarrhoea and high pyrexia, 


for instance, with pneumonia. The public wer 
afraid of water in such conditions and needed 
instruction. 


Sir Percy Bassett-SmMirH (London) spoke from 
the tropical point of view. He discussed the various 


forms of beri-beri and stated that in tropical climates 
mostly 


deficiency diseases centred round the 
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inadequate supply of vitamin B, which could be 
obtained in a concentrated form from rice polishings 
as “ ticque-ticque,”’ or from yeast as marmite. The 
diet which produced beri-beri in the few could hardly 
fail to have a deep-seated and bad physiological 
effect on the many. People might appear well for 
a long period on a diet deficient in vitamins, but they 
would inevitably develop some form of constitutional 
disease, slowly evolved. 


Dr. JAMES WHEATLEY, speaking from the public 
health standpoint, showed that wholemeal bread 
contained seven times as much vitamin B as white 
bread, when both were made with yeast. Education 
of elected bodies in these food matters was very 
important as a first step and might lead up to the 
taxation of undesirable forms of food, such as white 
flour and refined sugar, facilities for the production 
of the better foods, and the addition of substances to 
certain staple articles of universal consumption—e.g., 
iodised table salt. Unfortunately, the fat-soluble 
vitamins were found in the most expensive foods. 
There should be a great extension of the scheme for 
supplying milk to expectant and nursing mothers 
and young children. The supply of milk for the rural 
population should be safeguarded. Dairy farmers 
should supply such milk at a price between the 
wholesale price and the retail town price. The keeping 
of goats should be encouraged and facilities for 
allotments increased. Grass feeding of dairy cattle 
should be encouraged. Fat-soluble vitamins might be 
added to margarine. The proof that food deficiencies 
were causing enormous damage to health was, to his 
mind, conclusive. The foods mentioned by Dr. 
Mackay as sources of vitamin B were foods which 
a great part of our population went short of. We 
must have better food and could not rest content 
with the ideal of a nation brought up on cod-liver oil, 
valuable though it was. 


Dr. LEONARD HiLt (London) referred to the 
activation of cholesterol to form vitamin D. The 
operation had to be done with great care. He 
thought cod-liver oil had been well tried and that 
light treatment would do what cod-liver oil could not. 


Dr. D. G. GREENFIELD (Rushden) spoke as to the 
great scarcity of milk in rural districts. He thought 
the right kind of food more important than light, 
and suggested that focal infections and pyorrhcea 
might be caused by food deficiencies. More research 
was needed. 


Dr. SCURFIELD confirmed from his experience 
Dr. Wheatley’s view, in contrast to Dr. Mackay’s, 
that there was a real danger of a vitamin-B shortage. 
As regards bread and flour, he thought the first step 
should be legislation to secure that the purchaser 
should know what he was buying. He would like 
to see jams and marmalade tested for their vitamin 
content. He imagined the cooking of the fruit would 
not kill any vitamin B which it contained. He also 
referred to the very conflicting results reported from 
the light treatment of tuberculosis. 


Dr. B. SPEARMAN (Zanzibar) said it was a mistake 
to think primitive savages did not suffer from 
deficiency diseases. Many natives were liable to 
catarrh and pneumonia and had little resistance to 
disease. There was no rickets on the mainland, but 
there was in Zanzibar among the Indian women who 
lived a purdah life. Some of the native tribes had 
very monotonous diets. 


Dr. E. V. AsHcROoFT (Manchester) said the rickets 
in Ancoats came from the dirty houses with slatternly 
mothers, and a teaspoonful of cod-liver oil per day 
did wonders. 


Prof. WYNNE did not in the least agree with 
Dr. Hill that cod-liver oil had been well tried. After 
it had been supplied for a patient, it was often taken 
very irregularly or not at all. 


Dr. COWELL, in replying, said the advocates of 
better food and the use of cod-liver oil did not 
neglect light treatment. 





SECTION OF OPHTHALMOLOGY. 


This Section met on two days. On the first a 
joint meeting with the Section of Neurology and 
Psychological Medicine discussed migraine. The 
report of this discussion appeared in our issue of 
August 21st, p. 384. 


THURSDAY, JULY 22ND. 
An Operation for Glaucoma, 

On the second day the Section met at 9.30 A.M. at 
the Nottingham Eye Infirmary, where Dr. GEORGE 
YounG (Colchester) demonstrated his operation for 
glaucoma. After reflecting a conjunctival flap 
(usually below) he makes two separate trephine 
openings through the sclera at the limbus a few 
millimetres apart with a 1 mm. Elliott trephine. 
These openings are cleared by the removal of such 
portions of the ciliary body and muscle as prolapse, 
or as is required to procure a clear opening, allowing 
aqueous fluid to ooze for a few minutes. Massage 
of the eye is begun immediately after the operation. 
The essential points are the formation of tivo separate 
small trephine openings behind the attachment of 
the iris to the corneo-scleral junction. The anterior 
chamber is not opened. The operation has in his 
hands given satisfactory results. 


Significance of Retinal Hamorrhages. 

A discussion on this subject was opened by Mr. 
R. FosTeR Moore (London), whose paper was read 
in his absence by Mr. A. CHRISTIE Retp (Nottingham). 
Recent investigations by Dale and Laidlaw, Dale and 
Richards, and Krogh had, he said, added new interest 
to the subject, and he put forward the following 
classification as reasonable (excluding such retinal 
hemorrhages as arise from disease localised in the 
eye) :— 

(A) Disorders of metabolism.—{1) Renal (2) 
diabetes ; (3) scurvy. 

(B) Diseases of the hematopoietic system.—(1) Arterio- 
sclerosis; (2) severe anwmias (or severe cachexias); (3) 
leukemias; (4) infective endocarditis; (5) Vaquez’s 
disease ; (6) hemophilia. 

(C) Obstructions to the venous flow.—{1) Thrombosis of 
the retinal veins; (2) thrombosis of the cavernous sinus ; 
(3) subarachnoid hemorrhage ; (4) papilloedema; (5) during 
birth ; (6) severe compression of the chest. 

Krogh had shown, said Mr. Moore, that the capil- 
laries have outside their endothelial lining a loose 
meshwork of actively contractile cells (Rouget cells) 
which are under nervous control. By means of these 
cells the capillaries are capable of extreme contrac- 
tion or dilatation. The transition between arterioles 
with a complete muscular coat and capillaries is 
sharp and abrupt. On the other hand, the transition 
between venules and capillaries is more gradual, for 
the venules have at first, like the capillaries, an outer 
coat formed of a wide-meshed network of Rouget 
cells, through the meshes of which free interchange 
between the blood and tissue fluids can occur as in 
the capillaries. No passage of cells from the blood 
into the tissue spaces occurs in conditions of health. 
Experiments seem to show that what makes such 
passage of cells possible from the interior of the 
capillaries is a poisoning or impaired nutrition of 
their endothelial cells. Certain poisons seem specially 
to affect the capillary walls, so that they no 
longer maintain an inviolate barrier against the 
passage of cells from their lumen. In diabetes, or 
nephritis, such toxins are probably the cause of the 
hemorrhages. In leukemias, pernicious anemia, 
and cachexias, defective nature of the blood may 
perhaps act in the same way on the endothelial cells. 

Passing on to the different types of retinal hamor- 
rhages Mr. Moore enumerated eight types. 

(1) Flame-shaped hcmorrhages.—These are the com- 
monest ; they may be very small, seldom very large; are 
situated in the nerve fibre layer, and are a common type in 
renal retinitis and arterio-sclerosis. 

(2) Rosette or blotch hemorrhages.—Small, situated in the 
deeper layers, found especially in diabetes ; multiple, more 
or less circular, with an irregularly crenate edge. 


disease ; 
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(3) Diamond-shaped haemorrhages with pale centres.—Seen 
more frequently in the ane#mias and leukemias. 

(4) Large mottled hamorrhages.—Usually near the disc, 
or along the temporal vessels ; probably due to a leak from 
a larger vessel than a capillary, but the source cannot 
usually be identified. 

(5) Pre-retinal or subhyaloid hemorrhages.—Most frequent 
in the macular region; may occur in vascular disease, 
frequently in leukemia. 

(6) The haemorrhages of infective endocarditis.—Due 
almost certainly to lodgment of minute infected emboli, 
and so must be on the heart side of the capillaries. Few 
cases of the disease occur, said Mr. Moore, in which retinal 
hemorrhages are not present. It is more common in this 
disease than in any other to see the blood extending along 
the vessels as though it were effused into the perivascular 
sheath. 


(7) Hemorrhages associated with subarachnoid hamor- 
rhages.—In fractures, or cerebral hemorrhages, and in 
ruptures of aneurysms of the circle of Willis; probably 
caused by obstruction to the venous flow. 

(8) ‘* Cotton-wool patches.’’—White patches, probably the 
result of hemorrhages, seen in some cases of anwmia, and 
usually associated with hemorrhages of other types, may 
closely simulate early renal retinitis. 

Absence of hemorrhages in cases of chlorosis, 
formerly a common disease, was, Mr. Moore said, 
very interesting when contrasted with their almost 
invariable presence at some time in the course of 
fatal cases of leukemia and pernicious anemia. In 
arterio-sclerosis retinal haemorrhages are not directly 
due to the increased arterial pressure ; the pressure 
in the capillaries is lower than normal probably, and 
the hemorrhages may be an expression of the con- 
sequent impaired nutrition of the endothelium. 
Hemorrhages due to obstructed venous outflow may 
be classified into :— 

(A) Cases of general venous engorgement.—(1) General 
constitutional conditions, such as whooping-cough or 
vomiting; (2) the hemorrhages produced apparently by 
the process of birth; (3) severe compression of the chest. 

(B) Due to a local cause outside the eyeball.—({1) Sub- 
arachnoid hemorrhage; (2) papilledema; (3) some cases 
of thrombosis of the cavernous sinus. 

(C) Due to a cause within the eyeball.—(1) Obstruction of 
the central retinal vein or one of its tributaries. 


In all these groups apparently the back pressure 
due to the obstruction is the cause of the leakage. 

It would seem then, Mr. Moore concluded, that 
leakage of blood occurs: (1) from arterioles, from 
lodgment of infected emboli (as in infective endo- 
-arditis); (2) from the capillaries, either from poison- 
ing of the endothelium, as in renal disease, or from 
impairment of its nutrition, as in the anzemias ; 
(3) from the venules, from mechanical causes, as in 
a hindered venous outlet from the eye. As regards 
the changes which take place in retinal hemorrhages, 
it may be said that all hemorrhages simply fade 
away, gradually becoming smaller, and undergoing 
no other change in colour. The length of time 
required for their complete disappearance varies 
enormously. Mr. Juler has found retinal hemor- 
rhages in 15°5 per cent. of new-born infants, appa- 
rently produced by the process of birth. These 
hemorrhages may disappear in so short a time as 
four days. Large dense hemorrhages, on the other 
hand, may take many months for their complete 
absorption. Hzemorrhages, no matter how large, 
produce no permanent change in the retina unless 
the external limiting membrane is lacerated. 

Dr. C. O. HAWTHORNE (London) pointed out that 
“undue fragility ’’ of the retinal blood-vessels might 
possibly account for some cases (e.g., Eales’s disease) : 
some such condition seemed to be present in haemo- 
philia, and in those cases where bruising followed on 
very trivial traumatism, such as a friendly grasp on 
the arm. Accepting (1) that retinal hemorrhages 
occur without any prejudice to sight, and therefore 
without the knowledge of the patient ; (2) and that 
they may be the first, and for a comparatively long 
time the only evidence of serious disease—it seemed 
logical to argue that no safe diagnostic position can be 
reached without an ophthalmoscopic examination ; 
and, further, that such an examination if negative 
at first should be made repeatedly, as is done usually 





in observations of pulse or temperature for diagnostic 
purposes. 

Mr. G, H. Pootry (Sheffield) dealt especially with 
the prognosis of life in cases where retinal hamor- 
rhages are found. The association of retinal cdema 
added to the gravity of the prognosis. In renal cases 
the younger the patient the more serious the prognosis 
as a rule. A man of 65, for instance, might live 
ten years or more after extensive retinal hamor- 
rhages had occurred. Cases with striate haemorrhages 
only often lived much longer than was formerly 
taught. 

Mr. M. L. Hine (London) gave a warning against 
too gloomy a prognosis. In one case of extensive 
hemorrhage at the end of six months vision was still 
very poor, but three months later it was 6/6. 

Mr. T. HARRISON BUTLER (Coventry) quoted a 
case of the opposite kind; in a girl referred to him 
on account of headaches he found one small but 
definite flame-shaped hemorrhage, She was examined 
by a physician who found no disease ; but she died a 
fortnight later of uremia. 

Mr. N. Bishop HARMAN (London) referred to a 
case of a man of 72 with very numerous flame- 
shaped hemorrhages who was known to have had them 
for at least ten years. 

Mr. A. CHRISTIE RED (Nottingham) said that it 
was clear that our ideas on the subject of retinal 
heemorrhages needed to be revised ; a new classifica- 
tion appeared to be imminent. 

Dr. A. VERREY (Lausanne), Mr. E. J. PRIMROSE 
(Glasgow), Dr. P. MACDONALD (York), Dr. DAvip 
Witson (Torquay), Dr. N. L. G. Leask (Glasgow), 
and Dr. HARRIES JONES (Northampton) also took 
part. 

Demonstrations. 

Mr. T. HARRISON BUTLER (Coventry) read a paper 
on Slit Lamp results by Simplified Methods. 

Mr. N. Bishop HARMAN (London) described with 
lantern slides the work at Chorley Wood College 
(Herts) for girls with little or no sight. 

In the afternoon Mr. Basit Graves (Liverpool) 
operated on two cases, demonstrating Wheeler's 
(New York) method of capsulotomy and iridotomy. 
Mr. PooLEY demonstrated his operation for lacrymal 
cases. <A short incision is made over the sac, going 
right down to the bone; a gouge is introduced and 
driven through the bone into the nasal cavity by 
four taps of the hammer so as to procure a free 
opening; after using a sharp spoon a bunch of 
ten-day catgut is placed in the opening made and 
the incision is sutured. The whole operation is com- 
pleted in a few minutes. It has been done with good 
result in a number of cases. 

Dr. G. YounG introduced a brief discussion on the 
causation of the steamy appearance of the cornea in 
cases where the surface is perfectly smooth. In a 
recently enucleated eye the same appearance can be 
produced at once merely by lateral compression with 
the fingers; the steaminess disappears immediately 
when the pressure is removed. He suggested that 
the appearance might be caused by polarisation of 
light due to the layers of the cornea becoming shifted 
against each other. The point could, he thought, be 
elucidated by slit-lamp observations. Mr. BUTLER 
and Mr. GRAVES regarded the observation as of 
extreme interest. 


Nagel’s Anomaloscope. 

Dr. ARNOLD VERREY (Lausanne) gave a demon- 
stration of Nagel’s anomaloscope for defects of 
colour vision. This is a simple apparatus for match- 
ing spectral colours. It includes a small spectroscope 
furnished with a dispersing prism. The tube of the 
collimator turned toward the source of light carries 
the slit apparatus, composed of one double slit and 
one single slit. The field of vision is separated into 
two parts by a horizontal line. The upper part is 


filled (depending on the setting of the slit) either 
with the spectral green of the thallium line (536 use) 
or with the spectral red of the lithium line (670 4+), 
or lastly with a mixture of the two, while the lower 
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part shows the spectral yellow of sodium (589 us): 
This arrangement allows the fixing of Rayleigh’s 
equation—that is, by making a variation in the 
respective proportions of red and green, and the 
luminosity of the sodium yellow, the two parts of 
the field may be made the same. Dr. Verrey said 
that this apparatus enabled us not only to detect 
colour blindness, but also to make a diagnosis of the 
kind of defect. Artificial colours were not so safe for 
testing as spectral colours. 

Mr. BuTLER thanked Dr. Verrey in the name of 
the Section for his valuable paper, and suggested that 
at a future meeting of the Section it might be well 
to devote more time to a discussion on the subject 
of colour vision. 

An informal discussion on 


Ophthalmic Benefit 
was opened by Dr. CoURTENAY LORD, secretary to 
the B.M.A. Ophthalmic Committee, who pointed 
out the importance of ophthalmic surgeons doing 
everything in their power to make the scheme a 
suecess. In the discussion that followed it was 
mentioned that many panel practitioners had the 
impression—which is quite erroneous—that all.insured 
patients are now entitled to such benefit. As a 
matter of fact only a minority of the approved 
societies have as yet adopted it. Some of the largest 
societies appear to refer to ophthalmic surgeons only 
cases with which opticians have had some difficulty. 








RKebieus and Notices of Books. 


MODERN MEDICINE. 


Its Theory and Practice. 
OSLER, Bart., M.D., F.R.S. Third edition, 
thoroughly revised. Re-edited by THOMAS 
McCrRAE, M.D., assisted by ELMER FuNK, M.D. 
Vol. III.: Diseases of Metabolism; Diseases of 
the Digestive System. London: Henry Kimpton. 


Edited by Sir WILLIAM 


1926. Pp. 1052. Set of six volumes and index, 
£12 12s. 
THIS volume of the third edition of ‘‘ Modern 


Medicine ” is of especial importance, since it incor- 
porates the insulin treatment of diabetes. The 
whole section on metabolism, occupying over 200 
pages, is well up to date. A long section on the 
age of metabolism, written by Dr. Eugene Du 
3o0is, points the way to the correct interpretation of 
the diseases coming in this category. Starting from 
a survey of basal metabolism, Dr. Du Bois proceeds 
to consider the digestion of carbohydrates, fats, and 
proteins in the light of recent work, as well as that of 
alcohol and the minerals. Vitamins are also dealt 
with, and a useful table of vitamin distribution in 
foodstuffs is given. Two other tables deserve 
mention: one based on over 1000 cases proves that 
basal metabolism is only disturbed in four or five 
diseases; the second gives a list of the composition 
and caloric value of every imaginable article of diet. 
The succeeding article on diabetes mellitus and 
insipidus is contributed by Dr. Thomas Futcher, who, 
in considering the ewtiology of the former disease, 
makes a wide survey of the factors depending on 
disturbances of the endocrine glands. When writing 
on insulin, he insists that proper dieting remains the 
basis of therapy whether insulin be used or not; he 
distinguishes between diabetic coma and collapse, and 
describes the treatment of the former. An excellent 
article on gout is contributed by the same author. 
The last chapter in this section, on obesity, written by 
Dr. James Anders, is full of interest. 

The larger section on digestive diseases is prefaced 
by a discussion on the whole subject by Dr. Charles 
Stockton, who makes an attempt to give a synthetic 
picture of the factors pertaining to all digestive 
processes. Next Dr. D. Riesman and Dr. H. Mohler 
contribute a well-illustrated article on the mouth and 
salivary glands. Dr. Chevalier Jackson and Dr. 





Louis Clerf write with authority on the cesophagus, 
supplying clear radiograms. Dr. J. Friedenwald, 
discussing the difficult subject of gastric neuroses, 
has rejected the older classification into motor, sensory, 
and secretory neuroses, and has substituted vagotonic 
and sympatheticotonic groups, into which, however, 
not all the neuroses he mentions seem to fit very well ; 
for instance, bulimia (increased hunger) and acoria 
(absence of sense of satiety) find themselves on 
opposite sides of the division. Passing on to the 
sections on organic disease, Dr. C. Martin and Dr. C. 
Sutherland have written on the stomach, and Dr. A. 
Stengel on the intestines. In the former section 
zwtiology receives full notice; the frequency of cancer 
supervening upon peptic ulcer is not thought to be great. 
The X ray appearances of both ulcer and cancer are 
described at length. In the section on intestine, which 
is full of well-classified information, the subject of 
constipation is admirably summarised. Dr. E. J. Wood 
writes on sprue, and emphasises the * strawberry” 
treatment ; other forms of treatment mentioned are 
parathyroid and calcium, blood transfusion. and yeast 
vaccine. Following this is a weighty article on pan- 
creatic diseases by Dr. E. L. Opie ; he goes fully into 
the symptomatology of pancreatic impairment and 
acute and chronic forms of pancreatic disease. Dr. 
Opie states that diabetes mellitus not infrequently 
occurs with carcinoma of the pancreas, but gives no 
confirmatory figures of this important assertion. 
Diseases of the liver, gall-bladder, and biliary ducts are 
fully dealt with in an article by the late Dr. A. O. J. 
Kelly, which Dr. Vincent Lyon has revised ; especial 
reference is made to Sir H. Rolleston’s work on this 
subject. The normal functions of the liver are first 
enumerated ; then follows a full account of liver 
functional tests, including the van den Bergh test ; 
next comes an article on jaundice, in which the much 
discussed theories of its pathogenesis are examined : 
and subsequently the involved subject of non-surgical 
drainage of the biliary tract, a method dating from 
1919, is set forth from both diagnostic and therapeutic 
points of view. This summary of modern work, 
combined with good descriptions of the many disease ; 
involved, combine to make up a section of exceptiona! 
interest. Diseases of the peritoneum are presented by 
Sir Humphry Rolleston in a masterly article of 90 
pages; in considering acute diffuse peritonitis he 
gives a prominent place to its bacteriology. The 
various anatomical types of subphrenic abscess are 
most helpfully classified. The volume ends with a 
concise article on Glénard’s disease by Dr. Thomas 
Brown, who gives careful accounts of theories of 
pathogenesis, especially that of Keith, and stresses 
prophylaxis. 

The keynote of this whole volume. consisting as it 
does of so many and various articles, is disordered 
physiology ; this aspect of medicine marks at once 
the road.to future advance and the barrier against 
ephemeral methods of study. It is certain that any 
reader perusing these pages with a view to advancing 
his knowledge will at the same time revive in his 
memory the physiological training which is rapidly 
becoming what it always promised to be—the ground- 
work of scientific medicine. 


Précis de Pathologie M édicale. Vol. 1.: Infectious 
Diseases (Part I.). By F. Brezancon and A. 
PHILIBERT. Paris: Masson and Co, 1926. With 
75 text figures. Pp. 540. Fr.34. 

THIS is the first of the seven volumes in Masson’s 
well-known ‘ Précis”’ series which promises to mak« 
up an excellent medium-sized text-book of medicine : 
three volumes have already appeared. This instal- 
ment includes the infections due to bacteria and 
fungi, and the general arrangement is on an etiological 
basis. Pneumonia is briefly mentioned under pneu- 
mococcal infections, but its detailed treatment is 
relegated to the volume on respiratory diseases. 


This leaves typhoid fever and tuberculosis as the 
most important sections, and it speaks well for the 
general reasonable balance of the book that they 
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occupy nearly two-fifths of the whole. The articles 
are readable and interesting, and represent an 
adequately conservative outlook. They are worth the 
attention of English readers because they reflect the 
small differences in point of view and practice which 
one nation does well to learn from another, and so 
improve the pool of knowledge common to all. 





UTERINE H2MORRHAGE, 
By SAMUEL J. CAMERON, M.B. Glasg., F.R.F.P. 


and S.Glasg., Lecturer in Clinical Obstetrics, 
University of Glasgow; and JoHN MHewirt, 


M.B. Glasg., Assistant Obstetric Surgeon to the 


Glasgow Royal Maternity and Women’s Hos- 
pital. London: Edward Arnold and Co. 1926. 
Pp. 208. 8s. 6d. 

TuIs little volume, written primarily for the 


general practitioner, deals with the most important 
single symptom met with either in obstetrics or 
gynecology. The authors do not claim that it is an 
exhaustive treatise on uterine hemorrhage, but 


rather an endeavour to discuss the subject in a |, 


practical way, and thus to help those called upon to 
treat cases. In this aim they have been largely 
successful. The book is arranged in two parts, with 
an appendix on the treatment of haemorrhage and 
shock, which contains a simple account of the tech- 
nique employed in blood transfusion and the methods 
used in grouping donors. Part I. deals with obste- 
trical hemorrhage, including extra-uterine pregnancy. 
A considerable amount of the subject matter of this 
section has already appeared in a Glasgow Manual 
of Obstetrics, which was edited by the senior author, 
and reviewed in our columns last year. Part II. 
treats of gynecological hemorrhage both physio- 
logical and pathological. The relationship of the 
ductless glands to the menstrual function is discussed, 
and the experimental work of Blair Bell and Beckwith 
Whitehouse on menstrual fluid is referred to. In the 
section dealing with carcinoma of the cervix treat- 
ment by radium is discussed, and although the 
authors have treated many cases by this means they 
think it is wise to maintain for the present a healthy 
scepticism regarding the ability of radium to cure 
cancer. They restrict its use to inoperable cases 
where a certain measure of relief may be expected. 
The authors do not advocate radiotherapy in the 
treatment of fibromyomata, but prefer either 
myomectomy or hysterectomy if the patient is fit 
enough to stand these operations. For menopausal 
hemorrhage, on the other hand, they have, like 
other observers, found radiotherapy satisfactory, 
operation being rarely required. 

The book on the whole is well written, sound, and 
bears the imprint of a large practical experience of 
the authors. It includes little that can be described 
as new or original, but it contains an excellent résumé 
of current views and should appeal to the student 
and general practitioner alike. 





DIATHERMY. 
Die Diathermie. Fifth edition. By Dr. KowARSCcHIK, 
Primararzt des Institutes fiir Physikalische 
Therapie im Kaiser-Jubilaiims-Spital der Stadt 
Wien. Vienna and Berlin: Julius Springer. 
1926. Pp. 239. M.15. 

THE publication of a fifth edition of this work 
15 months after the fourth shows the popularity of 
Dr. Kowarschik’s ‘‘ Diathermie.’’ Not much has been 
added to the present edition. A new diathermy 
machine, by Schulmeister, of Vienna, is described. 
This is fitted with the ‘‘ open’’ spark-gap, the type 
which is most generally used in Germany and Austria. 
An interesting experiment by Liidin is included. A 
temperature-recording device was introduced into 
the human stomach and electrodes were placed on 
opposite aspects of the trunk so as to include the 
organ in the path of the diathermy current. The 
temperature was observed gradually to rise and the 
rise increased as the current was strengthened. It 





is doubtful, however, whether this rise was local and 
confined to the path of the current. The duration 
of the passage of the current was three and a half 
hours. During this time there must have been con- 
vection of heat to other parts of the body by the 
blood stream and an elevation of the general as well 
as the local temperature. A description is given of 
some other experiments, also by Liidin, which show 
the action of diathermy on the intestines in increasing 
peristaltic movement. These experiments are illus- 
trated by graphic records. 

The author shows a praiseworthy restraint when 
he advocates diathermy in therapeutics, and those 
who read his book will learn the maladies in which 
the treatment will produce good results in the majority 
of cases as well as those in which some benefit is only 
occasionally obtained. 


TEXT-BOOK OF EXPERIMENTAL PSYCHOLOGY, 


Third edition. By CHARLES S. Myers, M.A., 
M.D., Sc.D., F.R.S., and F. C. BARtTLett, 
M.A. Cambridge: The University Press. 1925. 


Pp. 121. 

ADMIRABLE as were the first and second editions 
of this laboratory handbook, this new edition marks 
a considerable advance both in arrangement and 
content. While the basic exercises dealing with the 
senses, reaction-time experiments, psycho-physical 
methods and statistics remain the same, there are 
considerable additions in the treatment of the higher 
mental functions and perception. Free association, 
made familiar to us through the technique of psycho- 
analysis, is treated scientifically. The method here 
adopted is that of Jung’s list of association words 
rather than the continued association of the Freudian 
technique. A student might be well advised to try 
the continued method in order to realise for himself 
the affective elements involved and thus discover 
in himself the process of constellation formation. 
A further useful addition is Experiment 3 on the 
perception and reproduction of forms of growing 
complexity. Such experiments have considerable 
theoretical interest in the light of the Gestalt theory. 
The section on auditory testing receives much fuller 
treatment, acuity tests and their formulation are 
given in detail. 

In a book of this nature, which is essentially an 
introduction to the fundamentals of the experimental 
method in psychology, we might have expected the 
mental tests to have claimed a little more attention. 
For full details, of course, the books especially 
devoted to this subject would in any case have to 
be consulted, but mental tests form an interesting 
example of the application of the statistical methods 
in a simple form. Statistical matters are frequently 
a source of terror to those students of experimental 
psychology who may have approached this subject 
via the arts rather than the sciences, and are not 
conversant with mathematics. In view of the recent 
interest in the measurement of the emotions it would 
have been interesting to have an experimental 
exercise describing the psycho-galvanometer and its 
circuit, an arrangement no more complicated than 
Hipp’s chronometer and its appendages. These are 
the only small criticisms we have to make on a book 
which is likely to remain one of the best handbooks 
on the subject. 


7s. 





THE LANGUAGE AND THOUGHT OF THE CHILD. 
By JEAN PIAGET, Professor at the University of 


Neuchatel and the Institute J. J. Rousseau, 
Geneva. London: Kegan Paul and Co., Ltd. 


1926. Pp. 246. 10s. 6d. 

WHILE much attention has been paid to the study of 
the child from the point of view of mental tests and 
delinquency, comparatively few attempts have been 
made to trace the growth of the young mind in its 
effective relationships on the one hand and its logic 
on the other. The psycho-analytic school has 


approached the child mind for the purpose of tracing 
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its instinctual and emotional development, while the 
anthropologists have sought to bring out the analogy 
between primitive mentality and the thought of the 
child. Prof. Piaget’s book therefore fills a gap in the 
study of the subject of the mental life of the child. 
Taking groups of children under the age of seven years 
in ordinary kindergarten surroundings, he made 
exhaustive reports of their conversations as they 
played, drew and wrote together, believing them- 
selves to be unobserved. He concludes statistically 
that the speech of a child is in its early stages a 
passage from echolalia to monologue, and from thence 
passes to the collective monologue. At this stage the 
language of the child is practically the verbalisation 
of actions, where words possess a “ magic’”’ in that 
they partake of the nature of the object named. 

With contact between one child and another speech 
begins to be socialised in the form of adapted informa- 
tion, but an adaptation which consists of the clash of 
a series of affirmations which are bound together by 
no logical nexus or “ because.’’ Each child lives 
in its own world of verbalised actions, which may or 
may not correspond with the world of its fellows. 
Language therefore at this level is almost entirely 
egocentric. Not till the age of seven does true 
reflective thought make its appearance with the 
appreciation of cause and effect as the law governing 
ground and consequence. Subjective synthesis and 
schematisation precedes any real appreciation of 
objective relationships. Remarks are made as justifi- 
cations of immediate acts, and thoughts proceed by 
the use of immediate analogies, imaginary reasoning, 
radiation of one schema into another, and by sym- 
bolism. Thought in other words is syncretic—that is, 
wholes are understood before the parts are analysed— 
and understanding of the parts takes place rightly or 
wrongly only as a function of the general scheme. 
Understanding between children only takes place in 
so far as there is contact between two identical wholes 
which the children may happen to share. If they 
wish to express to one another the discovered relation- 
ship between two phenomena, they will say that 
‘this goes with that,’’ a dynamic relationship which 
may carry with it the larval appreciation of causality. 

A chapter entitled ‘* The Child’s Questions” is of 
interest in that it deals in a scientific way with the 
most amusing and bewildering task of the parent. 
It goes to prove that the child’s questions are mainly 
concerned with human actions, and are strongly 
affeetive. At first the questions are related to the 
resistances to desire met with by the child in its 
observation of things and people. These are the 
“why’s’”’ of justification. The meaning for every- 
thing has two sides, the explicatory and the implica- 
tory functions respectively; the one turns to the 
outside world, the other to the inner world to analyse 
the intuitions and their relations. This inner analysis 
runs counter to the phantasies of the child, and thus 
the two functions have to be fused. This final 
discussion of the book is most difficult in that the 
affective element of the mind is not sufficiently dealt 
with, for it is the harnessing of affectivity by the reins 
of logic that marks the transition from egocentricity 
to the acceptance of the order of external reality. 





FUNCTIONAL NERVOUS DISORDERS. 
Their Pathology, Diagnosis, and Treatment. 
Pavut BovusFieE.tp, M.R.C.S., L.R.C.P. 
William Heinemann. 1926. 


By 
London : 
Pp. ix.+212. 6s. 


Ir is not easy to see for what particular circle of 


readers this book is written. It is too compressed 
to be of value to the beginner, and the specialist will 
find nothing here that has not already been written. 
If the object of the book is to convince those who 
are not adherents of the psycho-analytic school of 
the therapeutic merits of this school, detailed case 
proof should have been collected and submitted ; 
bare assertion carries little weight at this stage of 
the subject. The opening chapters of the book deal 
with psychological foundations and are not very 
satisfactory. One is devoted to a vague something 





ealled ‘‘tension,’”? which is never defined, and is 
followed by another on the unconscious, which 
contains no objective proof of the reality of 
unconscious mental processes. When he comes to 
the classification and treatment of the neuroses the 
author becomes involved in difficulties. He makes a 
strenuous effort to follow faithfully the official 
classification of Freud, but it is clear that Dr. Bousfield 
does not find it a helpful classification or even one 
which can be made to accord with clinical fact. 
While he never fails to repeat that analysis is neces- 
sary for each condition. it would seem that in actual 
practice he obtains most of his results from different 
forms of persuasion. In certain conditions he relies 
on the use of trickery and deception (pp. 50, 60, 
and 91). 

There is a useful chapter on certain psycho- 
physical conditions, such as asthma and the dis- 
orders of menstruation. In the latter conditions the 
author shows how much these troubles are due to 
faulty ideas held in consciousness, ideas whose 
existence depends on education and on the prevalent 
opinion that to be menstruating is to be ‘‘ unwell.” 
The book concludes with a chapter of five pages on 
insanity in which the remarkable doctrine is laid 
down that dementia praecox and paranoia are in 
their early stages amenable to analytic treatment. 





GUY DE MAUPASSANT. 

By Rospert HARBOROUGH 

T. Werner Laurie, Ltd. 1926. Pp. 399. 21s. 

THE author qualifies his book on the title- 
page, describing it as dealing with the life-work 
and evil fate of its subject, whom he designates 
‘*Gentilhomme de _ Lettres,’’ while he asserts that 
he has written “‘Uhumble vérite.”” This was the 
sub-title of Maupassant’s greatest long novel, and 
Maupassant justified it by supreme accuracy of 
observation, and by a personal detachment which 
is not evident in Mr. Sherard’s writing. He 
obviously knows very much about Maupassant, 
and has made up his mind about him, while he has 
laid under contribution the opinion of Maupassant’s 
contemporaries, personal friends, and especially his 
valet cook. The book is written with unstinted 
admiration for the great French story-teller, and 
contains some sound criticisms of literature, but 
the medical interest, which presumably we are invited 
to notice, is slight. The details given of Maupassant’s 
breakdown do not make material for safe medical 
comment as they are too vague. We get a good idea 
of Maupassant’s physical and mental make-up, but 
no facts which explain successfully how, when and 
why the disastrous breakdown came. 


SHERARD. London: 


MALARIA. 
Paludisme, By FE. Marcuowux, Professor al’ Institut 
Pasteur. Nouveau Traité de Médecine et de 
Thérapeutique, No. 5. Paris: J. B. Bailliére et 
Fils. 1926. Pp. 366. 

THE last few years have witnessed a remarkable 
activity in the production of monographs on malaria ; 
by no means the least complete or exhaustive is the 
one under review. In an unpretentious volume 
Prof. Marchoux has managed to collect in moderate 
compass most of the current knowledge on this 
capacious subject. The historical survey with which 
the monograph opens is especially to be commended, 
though the comparatively insignificant role assigned 
to Manson will be deplored by those who know 
how large a part he played in the earlier investiga- 
tions on malaria. The general account of the morpho- 
logy and development of the malaria parasite, both 
in the blood of man and in .the invertebrate host, is 
full and accurate, though the coloured figures of 
these hematozoa are rather crude. The clinical, 
therapeutic, and preventive sections of this work 
compare favourably with any we have seen. Prof. 
Marchoux’s work is a valuable addition to the series 
of monographs of which it forms the fifth volume. 
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MEDICINE AND POOR-LAW REFORM. 

Ir there are any who remain unconvinced of the 
need for reform of Poor-law administration the facts 
contained in the latest annual report of the Ministry 
of Health’ should provide them with food for thought. 

teviewing the experiences of the year ended 
March 3lst last, the report comments on certain 
obvious inequalities in the standards of relief adopted 
by different boards of guardians and the apparent 
laxity of administration exhibited by some of these 
bodies. Possibly the increase in the average weekly 
number in receipt of relief from 1,113,015, or 287 per 
10,000 of the population in 1924-25, to 1,207,302, or 
312 per 10,000 in 1925-26, may be sufficiently 
explained by the present trade depression, but some 
of the statements made in the report suggest that 
there may be other causes. For instance, in 
reference to the absence of precautions in thé relief 
of able-bodied persons, the guarded conclusion is 
reached that ‘‘it cannot be regarded as proved that 
unnecessary expenditure of the ratepayers’ money is 
not being incurred,” and (more emphatically) “it is 
beyond question that in certain unions laxity of 
administration has led to substantial additions both 
in the number of recipients of relief and in the burden 
of cost placed on the ratepayers.”’ Again, in relation 
to an increase during the year from three to twelve in 
the number of unions in which the persons relieved 
exceeded a proportion of 1 in 10 of the population, 
the following comment is made: “It is difficult to 
avoid the view that the policy and method of adminis- 
tration adopted by one or more boards of guardians 
in each of these areas has had a substantial effect 
upon the numbers relieved in the unions adjacent to 
their own.” There is much more to the same effect, 
but we have probably quoted enough to show that 
the position is so unsatisfactory in some areas that 
even official language cannot disguise the view taken 
by those who have all the facts before them. Our 
readers are aware that the case of West Ham, which 
is described in the report, has since been the subject 
of action by the Ministry. 

The prolonged consideration and wide publicity 
which the subject of Poor-law reform has received 
since the Royal Commission on the Poor-laws reported 
in 1909, has left the present system with few sup- 
porters. Even the guardians themselves are not 
content with things as they are and, in response to 
the Minister's proposals for reform forwarded to 
boards of guardians with a covering circular (Circular 
658) on Jan. 2nd, 1926, the Association of Poor-law 
Unions has not hesitated to make counter-proposals 
of a fundamental if less drastic character. The 
actions of bodies such as the West Ham Board of 
Guardians are largely an attempt to force on the 
country a measure of reform which appears to them 


to be desirable. It is when we come to consider 
details of method that the greatest diversity of 
opinion is revealed. The essential feature of the 


Minister's scheme is the transference of practically 
1 Seventh Annual Report of the Ministry of Health, 1925-26. 
Cmd. 2724. H.M. Stationery Office. 3s. 6d. 





every function of the Poor-law unions to county and 


county borough councils. But the proposals go 
further. Modern developments of the health services 


have been more or less haphazard, and indeed the 
Ministry of Health Act, 1919, was generally regarded 
as a first step toward a much-needed coérdination, 
both centrally and locally, of the activities of the 
various bodies responsible for communal health in 
its 


various aspects. The present system of local 
government and the inequality of public health 


districts, both as regards area, population, and rate- 
able value, have been the stumbling-block. The 
forms, too, which extension of medical benefit under 
the Insurance Acts and alterations of its administra 
tion should take have had a bearing on the subject. 
While the deliberations of the Royal Commission on 
National Insurance have resulted in some concrete 
recommendations,? such as the early abolition of 
insurance committees and the absorption of their 
functions by the appropriate local authorities, it 
cannot be said that the first report of the Royal 
Commission on Local Government? contains any- 
thing which clarifies the local government atmosphere. 
The problem of local government areas is fundamental 
but fraught with innumerable difficulties, both of a 
sentimental and practical nature, not the least of 
which are the various vested interests involved. 

The proposals of the Minister for bringing about 
the des..cd co@rdination of the health services along 
with the transference of Poor-law and insurance 
functions to county councils are simple. The non- 
county borough and district councils are to be left 
in being, but to be placed more strictly under the 
jurisdiction of the county council. Under these 
conditions some of the newly transferred responsi- 
bilities may be delegated to the former, but largely, 
it would appear, at the option of the latter. This can 
hardly be a permanent solution of the problem of 
local government. It fails to face the need for a 
radical re-casting of public health areas, although it 
appears to be sufficiently drastic to call forth vigorous 
opposition from those affected.' The attitude of 
medical officers of health to the proposals, depending 
on the type of governing body they serve, is also 
reflected in a recent discussion held at the Public 
Health Section of the annual meeting of the British 
Medical Association in Nottingham, of which a 
notice is included in this issue (p. 495). Plainly the 
official policy has failed to steer clear of controversy. 
and yet the fundamental difficulty of local govern 
ment areas remains untouched. There are urban 
districts like Willesden and the Rhondda which 
exceed many county boroughs in population and are 
not inferior in administration. There are urban and 
rural districts too small to carry any responsibility 
involving the expenditure which the modern health 
services entail and whose councillors exhibit a narrow, 
parochial outlook. There are whole rural counties, 
particularly in Wales, so small and impoverished 
that they are scarcely fit to form public health units.°® 
Although the Royal Commission on Local Govern 
ment has failed to furnish the Minister with some 
practical solution of this question, something may be 
learned from the success of the Scottish local govern- 
ment system in rural districts. While, then, pro 
posals, such as the transference to county councils of 
the responsibility for the administration of financial 
relief, may give rise to some apprehension, we are 
mainly concerned that the medical services under any 


* Cid. 2596. 
* Cmd. 2506. 


H.M. Stationery Office. 
H.M. Stationery Office. 


1926. 
1926. 


6s. 6d. 
9s, 


* See, for instance, Local Government Journal, June 10th, 1926, 
* THE LANCET, March 27th, 1926, p. 669. 
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new scheme should have conditions which will allow 
of their highest development, in the scientific sense, 
without abuse of public money and without encroach- 
ing on the legitimate interests of private practitioners. 
Reform of the Poor-law ought to afford an oppor- 
tunity for providing such conditions. With a few 
outstanding exceptions Poor-law guardians have not 
sought or availed themselves to any extent of medical 
advice in their deliberations. Their hospital adminis- 
tration has been the function of workhouse masters 
and untrained matrons, with the result that medical 
and nursing personnel and _ scientific equipment, 
which are the main justification for the existence of 
hospitals, have been neglected. Their out-patient 
provision has been primitive. While a striking altera- 
tion of attitude to the sick pauper has taken place 
in the last 25 years, admission to the benefits of the 
medical services of the Poor-law is still accompanied 
by a ritual humiliating both to patient and medical 
officer. Thus we have the spectacle of large hospital 
blocks, ill-arranged from the medical standpoint, 
standing with many vacant beds, while the voluntary 
hospital waiting-lists have got completely out of 
control. Transference of the medical functions of 
the Poor-law to county and county borough councils 
should bring a change of policy, for the latter bodies 
are accustomed to receive and to follow medical advice 
on medical matters. The administration of medical 
benefit, too, by the new local health authorities 
should pave the way to a measure of uniformity in 
the domiciliary care of the sick-poor and the insured, 
while the control of hospitals by these authorities 
should facilitate extension of the medical services 
covered by the Insurance Acts. Finally, the rapidly 
developing provision made by education and health 
authorities for mothers and children and for those 


suffering from such diseases as tuberculosis and 
venereal diseases, which have hitherto shown a 


tendency to diverge from the ordinary run of medical 
work, should now be brought into line with general 
medical and hospital practice. 

This brings up again the question of the optimum 
size of area. In his address to medical officers of 
health at the recent Jubilee Congress of the Royal 
Sanitary Institute Dr. G. F. Bucnan entered a plea 
for the retention of all units with a population of 
50,000 or over as autonomous authorities with com- 
plete control of local medical services, a proposal 
which would practically abolish the health activities 
of county councils. The implication is that an area 
capable of maintaining one whole-time medical 
officer is big enough for efficiency. Few sanitarians 
will go as far as this. However undesirable early 
specialisation may be, the variety and difficulty of 
modern public health work make it unavoidable 
in branches of work such as the diagnosis and manage- 
ment of mental defectives, the care of crippled children, 
the diagnosis and treatment of ear, nose, throat, and 
eye defects in children, and the care of pregnant 
women. A high standard in all these directions can 
hardly be attained by an officer whose time is taken 
up with administrative and advisory duties. From 
this point of view there is much to be said for the 
county and county borough as units, provided that 
it is made easier for the larger urban districts to 
attain the county borough status and so escape 
irksome supervision by the county authority. On 
the other hand, it may be argued that the clinical 
services are properly the function of part-time 
specialists. In that case there is hardly need for an 
area with a population of 50,000 to maintain a whole- 
time medical officer at all. Moreover, the administra- 
tion of services worked by a part-time staff is 





notoriously difficult and entails special knowledge on 
the part of the administrator. Such officers ought to 
command salaries on a scale which only the larzer 
authorities can afford, and therefore the case for the 
county and county borough unit is not weakened. 
But if the present public health areas are to remain, 
the Ministry of Health might at least take courage 
to acquire compulsory powers for bringing the 
medical officers of small district councils definitely 
on to the county health staff, a policy pursued by 
persuasive methods for many years. Opportunity 
should be taken to sever as far as possible from the 
work of health departments the provision of assistance 
either in money or in kind, such as free milk and 
meals, or financial aid to the blind. All kinds of 
assistance would then be coérdinated under some 
committee of the new authority not directly con- 
cerned with medical matters. 


~~ 
> 


ENCEPHALO-MYELITIS FOLLOWING 
VACCINATION. 

In April last we were asked to give publicity to 
the formation, under the auspices of the Ministry of 
Health, of a committee to investigate cases of ence- 
phalitis directly following vaccination. Practitioners 
observing such cases are requested to communicate 
with Dr. J. R. Hurcninson, the secretary of the 
committee, and, in the event of a fatal issue, to 
forward to him material preserved in special media 
It is of the utmost public importance that these 
investigations should be prosecuted, since, though 
this sequel to vaccination appears to be extremely 
rare, nevertheless during the last 14 years Prof. H. M. 
TURNBULL and Prof. JAMES McINTosH, working at 
the London and Middlesex Hospitals, have been able 
to collect seven cases of encephalo-myelitis in which, 
they assert, “ there can be no doubt that vaccination 
was a definite causal factor.” An exhaustive account 
of these cases in the current number of the British 
Journal of Experimental Pathology includes sum- 
maries of clinical histories and necropsies, and 
descriptions of the pathological changes, gross and 
minute, in the central nervous system as well as in 
the vaccinated areas, regional lymphatic glands, and 
other tissues. Beautifully clear drawings illustrate 
the histological lesions found in cortex, medulla, 
pons, and in various sections of the spinal cord at 
lower levels. The evidence of etiology derived from 
clinical and histological manifestations is shown to 
be strong, and is confirmed by the results of biological 
experiments made independently by Dr. Paur 
Fitpxrs and Prof. McINnrosu. Inoculations of material 
from the brain and spinal cord of three of the cases 
showed the presence of vaccinia virus, no other virus 
being obtained. 

The attention of the 
this condition in 1912, 
found at necropsy in a 





authors was first drawn to 
when encephalo-myelitis was 
lad of 15 who had recently 


been vaccinated. The histological changes in the 
central nervous system differed in many features 


from those found in the lesions of the poliomyelitis 
which was epidemic in the neighbourhood at that 
time, and in view of the recent demonstration by 
A. Marte and by ©. Levaniti, P. HArvier and 8. 
NIcoLau that vaccinia can cause encephalitis in the 
rabbit, vaccination was considered a possible causal 
factor. Not till ten years later did the opportunity 


occur to test this possibility in a comparable case. 
In December, 1922, a girl of 9, who came to necropsy 
with a diagnosis of tuberculous meningitis, had no 
macroscopic lesions except recent vaccination scabs. 
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regional adenitis, and slight changes in the central 
nervous system. Histologically, the brain and cord 
showed the same peculiarities as the case noted ten 
years previously. Other cases were now quickly 
recognised—one in a man of 21 and the rest in girls 
of 7, 12, 15, and 22 respectively. All these patients 
except one girl died in the course of an acute attack 
of encephalo-myelitis complicated by broncho-pneu- 
monia. In the exceptional case the encephalo- 
myelitis was in process of healing, death being due to 
pneumonia and septicemia following severe haemor- 
rhagic inflammation of the paralysed urinary bladder. 
The infiltrations in the acute cases resemble in general 
those of non-purulent inflammations of the central 
nervous system. The chief histological charac- 
teristics are the number and size of zones of extra- 
adventitial perivascular infiltration in comparison to 
the development and size of adventitial vascular 
sleeves ; the obvious perivascular distribution of the 
infiltrations; the conspicuous zones of softening 
with relatively little cellular infiltration that surround 
vessels in the white matter; the large extent to 
which the white matter is involved, although the 
involvement of grey matter is actually greater; the 
extensive involvement of both cerebral cortex and 
spinal cord ; and the maximal incidence upon lumbar 
and upper sacral cord, and pons, The close similarity 
in the type and incidence of the inflammation in all 
cases is notable, and the authors draw special atten- 
tion to the peculiar zones of perivascular softening 
in the white matter. The lesions in the subacute 
case suggest the healing stage of those described. 
They have the same general distribution, but are 
smaller and fewer, the foci of intenser acute inflam- 
mation having commenced to sear, whilst the less 
intense, more diffuse infiltrations have apparently 
undergone complete resolution. 


Elaborate efforts have evidently been made to 


obtain positive proof of the connexion between 
vaccination and the conditions depicted, or, failing 
this, to exclude any other possible wtiology. Investi- 
gation of the possible path of infection gave negative 
results; no direct evidence was found, in sections 
of the brachial plexus, of any extension of inflamma- 
tion along nerves from the vaccinated areas to the 
spinal cord. Close examination of the vaccinated 
areas and regional glands yielded but little informa- 
tion, since the histological changes appeared to be 
essentially similar to those in a control case, a recently 
vaccinated boy killed in an accident. But though 
the path of infection cannot be traced, the authors 
would appear to have ample justification for con- 
cluding, in view of the close resemblance between 
the clinical histories, the uniformity of the patho- 
logical findings, and the absence of similar cases 
independent of vaccination, that vaccination was a 
definite causal factor and no chance coincidence. 
Death in six cases occurred between the fourteenth 
and the eighteenth days after vaccination. In the 
remaining case consciousness was regained on the 
eighteenth day, but the patient remained drowsy 
and died on the twenty-ninth day after vaccination. 
The periods after vaccination at which consciousness 
was lost ; at which alterations in the pupils, rigidity 
and paralysis of limbs, and paralysis of the bladder 
were observed ; at which death occurred or conscious- 
ness was regained show close correspondence, except 
in one case where paralysis of the bladder and loss 
of reflexes were observed as early as the fourth 
day after vaccination. Similar cases independent of 
vaccination were not observed at the same nor any 
other time. The authors give cogent reasons against 
the assumption that the post-vaccinal cases described 





by them and by workers abroad are merely examples 
of either poliomyelitis or encephalitis lethargica in 
which vaccination was an immaterial accident. 
Histologically, the inflammation in ordinary cases of 
poliomyelitis differs conspicuously from that follow- 
ing vaccination, whereas encephalitis lethargica 
differs from post-vaccinal encephalitis in extent of 
distribution. In Holland eight cases! occurred in 
1925 during those months when encephalitis lethargica 
was epidemic, and the suggestion was made that the 
vaccination may have provoked a latent encephalitis 
lethargica. Prof. TurNspuLtt and Prof. McInrosu 
considers this unlikely, and note that if post-vaccinal 
encephalo-myelitis is caused by the virus of ence- 
phalitis lethargica, then the resulting reaction has 
been so greatly altered by the vaccination as to give 
a distinct histological picture. The distribution of 
lesions in 40 cases of encephalitis lethargica examined 
by them, though extremely variable, is always less 
extensive than that of the lesions in post-vaccinal 
encephalo-myelitis, and in no case did they find the 
zones of softening round the vessels of the white 
matter which is characteristic of the last-named condi- 
tion. The fact that the virus of vaccinia is closely 
allied to, if not identical with, the virus of variola 
has led them to search the literature for evidence of 
non-pyogenic inflammations of the brain and spinal 
cord complicating small-pox, and they have found a 
considerable number of cases of an apparently specific 
encephalomyelitis clinically with this 
disease. 

The importance of these investigations needs no 
emphasis. The authors state that they informed 
the Ministry of Health in December, 1922, of the facts 
observed—that is, as soon as their tentative inter- 
pretation of the findings in the first case were to some 
extent confirmed by the advent of the second. 
Doubtless these early observations were the genesis 
of the committee appointed by the Minister, to whom 
reports on the histological and experimental investi- 
gations here described were sent in January, 1924. 
It remains for practitioners to be alert to detect and 
report anything whatever which may seem to beat 
upon an interesting problem in epidemiology. 
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MORE ABOUT MILK. 

EVERY good woman knows that milk is an 
incomparable food, and that glasses of hot milk at 
11, 3 and 9 are, with patience, all that is necessary 
to complete many convalescences. Five years ago the 
of for whom Dr. E. V. 
McCo.LiuM had secured an extra tot of daily milk, 
was causing some stir among the school-teachers in 
Baltimore, and Dr. CorRRY MANN has recently noticed 
the same effect and has confirmed the material 
advantages of milk for children by the colder arbitra- 
ment of the balance and Dr. MAJOR GREENWOOD’S 
statistics. Of the reasons for these things we still 
have much to learn. The nutritive value of different 
proteids urgently needs further elucidation ; there is no 
doubt a good deal of importance that we do not know 
about dietetic mixtures of proteids, fats, and carbo- 
hydrates ; no one seems much concerned to discovet 
why milk is as good for useful middle-aged persons as 
it is for infants who can only just live. Meanwhile 
our information about the vitamins of milk 
their relation to children’s diets increasing 
splendidly. 
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vitamins (at least) which are associated with fats and 
have to do with growth: A, which promotes growth 
and prevents xerophthalmia and the keratinisation 
of mucous membranes; D, which promotes growth 
and prevents rickets, and for which exposure to ultra- 
violet light is a tolerable substitute. The differentia- 
tion of these two factors has naturally invalidated a 
good deal of earlier work in which they were confused, 
and it has complicated the technique of experimental 
titration; at the same time it seems to afford a basis for 
the reconciliation of clinical and experimental results 
which seemed inconsistent. The dissection and 
measurement of the two factors in cow’s milk has lately 
been achieved' in a very interesting way by Dr. 
HARRIETTE CHICK and Miss M. H. Roscoe at the 
Lister Institute, in an elaboration of Miss E. M. LucE’s 
work on the effects of diet and sunlight on the vitamin 
content of milk. Without going into the detail of 
the technique, the whole sums up to the conclusion 
that the content of the milk in vitamin A depends on 
the food of the cow, and is notinfluenced by exposure of 
the animal to sunlight, while its content in vitamin D 
is determined mainly by the degree of insolation. 
Fresh green food given in a dark stall results in milk 
with a maximum amount of A, which is not increased 
by turning the animal out to pasture; A is at its 
minimum on a diet of cereals and roots. But the 
power of the milk to prevent rickets depends chiefly 
on whether the cow was indoors or outside, though 
green food appeared to also have some beneficial 
effect. The best milk, therefore, is obtained when the 
cow is pasture-fed in summer, and the virtues of such 
milk may be preserved by making it into butter and 
keeping it in cold store. The results are another 
illustration of how the modern knowledge of accessory 
food factors explains the empirical methods of common 
human experience, and of how necessary this know- 
ledge is to correct the ingenuity which devises methods 
of intensive milk production by stall-fed cattle and 
such-like ‘‘ scientific ’’ plans. Much milk of this kind 
is produced, and in the form of butter is widely 
dispersed ; so it is good news to learn? that this year 
is providing a record catch of fish and cod-liver oil. 


tin 
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OLEOTHORAX. 


A RECENT annotation * on oil replacement in pleural 
effusion was written just before the publication * 
of more precise details of its use by the originator, 
Dr. A. Bernou. His work suggests that the chief 
value of the operation lies in its use as a safe means 
of replacing purulent tuberculous effusions whether 
primary or secondary to pneumothorax, and that it is 
worthy of trial before the more serious open operations 
are considered. Dr. Bernou does not write very 
hopefully of the value of oleothorax in simple acute 
pyogenic empyemata. One of the advantages claimed 
for the method is that the oil used for the purpose, 
known as gomenol, does not produce adhesions. 
This substance, as might be supposed, does not act 
directly upon the tubercle bacillus; its effect is 
rather to produce dilatation of the blood capillaries 
of the serous membrane and subsequent leucocytosis. 
Proteolytic and lipolytic action follow, and the action 
is akin to that which takes place when a modifying 
fluid is injected into a cold abscess. The rate of 
absorption varies according to the type of case for 
which oil replacement is used. In some cases rapid 
absorption takes place in a few days; in other cases 
practically no absorption has resulted after many 
weeks, thereby effectively maintaining the collapse 
of the lung. From the records so far published the 
operation appears more useful for the replacement 
of purulent fluids than for serous effusions. 





! Biochemical Journal, 1926, xx., 632. 
? Jour. Amer. Med. Assoc., July 24th, p. 255. 
* THE LANCET, 1926, i,, 1157. 
* Revue de la Tub., June, 1926, p. 345, 





Annotations. 


“Ne quid nimis.” 


HOSPITAL SATURDAY. 


To-pay is ‘“ Hospital Saturday’ for the vast 
agglomeration of population which we call London. 
It stands by no means alone, for there are half a 
hundred other Hospital Saturdays in great towns and 
small. Nor is it the oldest. It dates from 1873, but 
the example was set to London ten years earlier, 
appropriately enough, by Walsall, which subsequently 
became famous as the scene of the devoted hospital 
labours of Sister Dora. Liverpool appears to have 
come next, in 1870, and even Maidstone was 12 months 
ahead of the capital. But it was inevitable that 
when once London set its hand to the work it should 
take the lead and keep it. Coming into being in 
quick succession to the Metropolitan Hospital 
Sunday Fund, which was founded a few months 
before it, the new movement, though supplementary 
rather than competitive, progressed slowly during 
the first few years. Since everybody does not go to 
church regularly it was realised that a collection limited 
to one Sunday in the year left a large proportion of 
the people untouched. The street collections, which 
were in favour in the early days, were eventually 
discontinued in consequence of the steady develop- 
ment of the more systematic and more business-like 
arrangement of week-to-week collections in work- 
shops and business houses. The Fund suffered a 
set-back when the National Insurance Act came into 
being, but that was only temporary, and it now 
raises more than £100,000 a year. During the 
53 years of its existence it has distributed close upon 
a quarter of a million of money among general, 
special, and cottage hospitals, dispensaries, con- 
valescent homes, and nursing institutions, and in 
help to individual cases. This last is by no means 
the least valuable development of the Fund’s work. 
Tens of thousands of small benefits are granted every 
year to cases in which timely assistance, of com- 
paratively small individual cost, prevents bad from 
becoming worse. Surgical appliances, in which we 
include spectacles, are provided or help given towards 
their provision for thousands of applicants, and the 
annual amount of dental assistance grows formidable, 
though applicants, in the mass, contribute extensively 
to the cost of this highly important department 
of surgery. Convalescents are sent to homes, either 
directly or through the hospitals, entirely or partly at 
the cost of the Fund which, in many admirable ways, 
supplements the work of the institutions to which 
it makes such large cash contributions. Hospital 
Saturday may, in the main, appeal to a different 
class from that which is touched by Hospital Sunday 
but the appeal is willingly and handsomely met with 
results which indicate once more the extreme value 
of system and regularity where money has to be 
raised for charitable purposes. Thousands of people, 
setting aside no more than a penny a week each, are 
certain, in the end, to raise far more money than 
hundreds who are badgered into writing an occasiona! 
cheque. The systematic funds, of which there are 
now very many all over the country, are saving the 
voluntary hospitals from the perils that, not so long 
ago, menaced them so gravely. 





THE LIFE-CYCLE OF KALA-AZAR. 


LAsT year S. R. Christophers, H. E. Shortt, and 
P. J. Barraud described what they believed to be 
the life-cycle of the parasite of kala-azar in the 
sandfly (Phlebotomus argentipes), but their observa- 
tions were hampered by a shortage of material. In 
a recent number of the Jndian Journal of Medical 
Research (vol. xiii., No. 4, April 19th) these observa- 
tions have been confirmed and amplified by Shortt, 
Barraud, and A. C, Craighead. It is no easy task 
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to keep sandflies alive in captivity and to induce 
them to feed. The optimum temperature for these 
insects was found to be 28° C. Immediately after a 
full feed of blood the sandfly has a characteristic 
bloated appearance and becomes sluggish. If dis- 
sected 24 hours later and the blood examined, the 
parasite will be found to have increased in size and 
to contain a prominent vacuole. Seventy-two hours 
after the initial feed there are seen elongated free- 
swimming flagellates which show active signs of 
multiplication. At the end of the third day the 
parasites are generally diffused throughout the 
midgut, while subsequently, still actively dividing, 
they migrate towards the anterior portions of the 
viscus. After the fifth day the insect will have laid 
its eggs, and a second feed of blood appears to be 
necessary in order to preserve the life of the sandfly 
and to assure the further development of the para- 
sites within it. The parasites now tend to aggregate 
into rosettes, and enormous masses composed of many 
individual rosettes are seen. The intensity of infec- 
tion at the extreme anterior end of the midgut is 
such that the parasites form a plug blocking up most 
of the lumen. The maximum development takes 
place by the seventh or eighth day, the flagellate 
forms are actively motile amongst the still undigested 
blood in the insect’s stomach and eventually migrate 
to the pharynx; the blockage in this case is such as to 
recall the obstruction of the csophagus by plague 
bacilli. During this period of multiplication free 
flagellate forms are being set free from the clot and 
these wander into the buccal cavity. In its mode 
of development in the sandfly Herpetomonas donovani 
differs materially in one respect only from H. cteno- 
cephali, which occurs as a natural parasitic infection 
in the dog-flea Ctenocephalus canis; in the latter a con- 
tinuous process of proliferation takes place posteriorly 
towards the hindgut in contradistinction to the 
anterior development of H. donovani. In this respect 
H. donovani is an aberrant species in its behaviour 
in the insect host. It is evident that even in the 
most heavily infected flies the parasite by the fifth 
day of its development in the sandfly will have 
only commenced to invade the pharynx, and until 
more precise knowledge of the mechanism of the 
action of the mouth parts of the sandfly in the act 
of biting has been accumulated, it will be impossible 
to say whether the parasites present in the pharynx 
only are capable of being transferred to the wound 
made by the mouth parts. It is probable, however, 
that the parasite cannot be transferred to its new 
host until a buccal infection has occurred, and this 
stage of development is only reached after the second 
feed of the sandfly, so that transmission from insect 
to vertebrate host can only occur at the third feed. 
Until much more experimental work has been per- 
formed on these lines, the authors justifiably reserve 
their final opinion that the sandfly has been proved 
to be the true vector of kala-azar; but their work 
has already placed the question upon a new basis, 


LEAD POISONING FROM FOOD. 


THE story is told in the Presse Médicale’ of an 
outbreak of lead poisoning which commenced at Vidin 
in Bulgaria during April, 1923, and only terminated 
when its origin was detected five months later. By 
this time there had been 314 cases, occurring in 153 
families, with three deaths, while several other deaths 
occurred among those poisoned as a result of other 
disorders considered to have been brought on or at least 
accentuated by the lead absorbed ; notably one case 
of cancer of the rectum in a woman aged 28 is 
attributed to this cause. The number of cases ranks 
the epidemics with others, such as have followed upon 
accidentally mixing of white lead with flour, from 
drinking plumbo-solvent water by the royal household 
at Versailles in the eighteenth century, and from 
Loch Katrine in Glasgow at the end of the nineteenth 


‘La Saturnisme alimentaire A Vidin (Bulgaria) en 1923. 
D. Mladenoff, Presse Médicale, August 11th. 





century, and the 350 cases at Saint-Georges-sur- Eure 
in 1865. The signs and symptoms appear to have been 
quite typical ; the blue line was present in 99 per cent. 
of cases; lead colic was frequent and affections of 
the nervous system, with 3 cases (1 fatal) of encepha- 
lopathy. Nephritis and wrist-drop, symptoms of 
chronic lead poisoning, were not observed. The 
source of the poisoning was found to be adulterated red 
pepper. This pepper, prepared from capsicum fruit. 
is much used in Hungary and Bulgaria, and it is often 
adulterated with such things as maize or vetch flour, 
sawdust, iron filings or brick dust; but on this 
occasion analysis revealed the presence of 20-5 per cent. 
of red lead and 4-1 per cent. of sand, while very small 
amounts of true pepper were found. This fraudulent 
“red pepper ’’ was placed on the market by only one 
firm, and inhabitants who bought their red pepper 
elsewhere or made it themselves escaped. Most of the 
cases followed the ingestion of a number of small 
doses, a teaspoonful of pepper serving two to four 
persons for several days; but one case followed a 
single dose of two teaspoonfuls of ** pepper,’ con- 
taining about 6 gr. of red lead, taken at one meal; the 
case recovered, 


YAWS IN KENYA. 


IN the many tropical regions where yaws afflicts 
humanity its importance lies not so much in any 
mortality directly caused by it, as in the very large 
numbers who may be affected and the great amount 
of physical disability it produces. It is often the 
principal factor to be dealt with when attempting to 
raise the general standard of health. Each yaws 
patient needs individual treatment, and must be 
induced to come forward to receive it. It may be 
taken as the rule, however, that the aboriginal of the 
tropics everywhere has not been attracted to European 
medicine and sanitation. He has preferred his own 
ancestral ways, and often enough in the past it has 
made no difference. Even Manson, whom Blanchard 
dubbed ‘* Father of the modern science of tropical 
medicine,’ could not win the intelligent Amoy China- 
man’s confidence in his powers as physician, except by 
the dramatic results of his surgery. This readiness to 
accept and seek the European surgeon, while dis- 
daining the European physician, has been the common 
experience of practitioners in the tropics dealing with 
indigenous populations. Then came arsenobenzol 
drugs and their use in yaws. The resulting rapid cure 
of the loathsome skin lesions was as dramatic as any- 
thing surgery could show. The fame of this treatment, 
wherever tried, brought about a change in the mind 
of the native in favour of European medicine. His 
repellent indifference, apparently so complete and 
ineradicable, to the horrible condition of his own and 
his fellow’s yaw-stricken bodies, is now shown to have 
been admirably philosophical and truly courteous ; for, 
as soon as a cure is known, because seen, all want to be 
cured and come for cure. But the arsenobenzol drugs 
are costly ; medical officers in the tropics are compara- 
tively rare and,in the eyes of administrations, expen- 
sive; and there is the difficulty of delegating a skilled 
procedure such as intravenous injection to partially 
trained native assistants. Happily, bismuth now 
proves to be as effective a remedy as arsenobenzol ; it 
is very much cheaper and its subcutaneous or intra- 
muscular injection can be entrusted safely to native 
assistants. 

Probably in few parts of the world is there such a 
mass of material available for the study of yaws as in 
Tropical Africa. Dr. J. O. Shircore recent:y wrote! 
of 113,000 cases of yaws treated in Tanganyika 
Territory. Dr. C. J. Callanan? describes his campaign 
against yaws in a heavily infected area lying in the 
shadow of Mount Kenya. The natives there believe 
that yaws has been amongst them from time 
immemorial; it is unusual to find one who has not had 
the disease at some period of his life. An idea of its 
prevalence is given by the fact that over 24,000 cases 


1 THE LANcET, July 3rd, 1926, p, 43. 
? Kenya Medical Journal, June, 1926, 








THE 


508 THe Lancet, ] 


ELEMENTS 





OF LONGEVITY. [Sepr. 4, 1926 








were treated in 1922-24. Novarsenobillon injections 
had been used in the beginning, and two injections, 
intravenous or intramuscular, usually abolish all 
outward signs of the disease, though it cannot yet be 
decided if they produce permanent cure. Early in 
1923 treatment by intramuscular injection of sodium- 
potassium-bismuth-tartrate was introduced, and this 
drug has proved very effective. It is made in the 
Colony, and the cost of materials used in its prepara- 
tion works out at 10 doses a penny. The doses are 
} to 3 gr. dissolved in the proportion of 1 gr. to 
le.cm. The salt contains 54°5 per cent. bismuth, and 
dosage is regulated according to age and susceptibility ; 
children up to 2 years old receiving } to 1 gr. of the 
salt; those from 2 to 18 years old, 1 to 2 gr.; 
adults, 2 to 3 gr.; and aged persons, 1 to 2 gr. 
Children, it was found, tolerated relatively larger doses 
than adults, while old persons were very susceptible 
to the poisonous properties of the drug. Both 
potassium and bismuth are depressants of muscle, 
heart, and nerve tissues, and doses of 5 gr. of the 
salt given to adults caused severe stomatitis, with 
cedema of cheeks, lips, eyelids, scalp, and sometimes 
of the neck as well; in one case there were tonic and 
clonic spasms of limbs, unconsciousness, and low 
muttering delirium. Bismuth produces a stomatitis 
more readily and more severe in type than does 
mercury. Usually two injections of the salt sufficed 
to procure rapid healing of the lesions, but here also 
time alone can show if that is really enough for 
permanent cure. Intravenous injection of tartar 
emetic had no influence on the disease; and when, 
later, Castellani’s mixture by the mouth was tried, 
the patients rejected it, for by that time they had no 
faith in any treatment that did not involve injection 
by needle. Asa result of treatment, not a tithe of the 
disease existing in 1921 could be found in the localities 
to-day ; indeed, the vast majority of patients now come 
voluntarily from districts outside the area of this yaws 
campaign. 

Yaws is definitely neither hereditary nor congenital, 
and a breach of skin surface is probably necessary for 
the entry of the virus. It is significant that by far 
the most of primary yaws lesions seen in Kenya were 
found on the anterior surface of the leg—the part of 
the body most liable to injury, as, for instance, from 
thorn and grasses along the narrow single-file native 
paths. The disease is spread by direct contact, or 
by the feet of non-biting flies, while the bite of an 
arthropod may be a ready place for the virus carried 
by some other agency, as, for example, by the scratch- 
ing or rubbing of infected fingers. Cases occurred 
frequently at 5000 ft. altitude and over, but were 
mostly found in the warmer parts of the district. The 
insanitary conditions of native village life are ideal 
for the spread of the disease ; the people live in small, 
verminous, ill-lighted, unventilated huts strewn 
around with garbage. There are swarms of flies, and 
micturition and defecation are promiscuous in and 
about the villages. Though the average accommoda- 
is 2°4 persons per hut, cattle, goats, sheep, and fowl are 
herded every night into them besides the human 
occupants. There is no isolation of the sick ; they live 
in intimate contact with the fit, and eat from the 
common dish with the pus from their ulcers soiling 
the floor and the clothing of others. Clothing, 
blankets, and bedding are commonly exchanged. The 
practice of depilation of face and body provides a 
means of entry and a mode of conveyance of the yaws 
virus ; sometimes the primary yaw appears at the site 
of mutilation resulting from the drastic unclean 
methods used in circumcision of the youths and 
excision of labium minus in the maidens. Yet, in spite 
of all this, merely treatment of those with surface 
lesions, in breaking repeatedly the chain of contagion, 
has sufficed to bring about this enormous reduction in 
the disease. No evidence was found in support of those 
who deny existence of the primary yaw. The infection 
cannot be a venereal one, for the only patients present- 
ing genital primary yaws were children. The granulo- 


matous secondary skin eruption had a very definite 
predilection for moist surfaces, such as muco-cutaneous 





junctions of mouth, ale nasi, vulva, and anus. It was 
frequently accompanied by inflammation of joints 
with or without pyrexia. In all cases, after the 
secondary eruption had completely healed, tertiary 
lesions appeared as irregular ulcerations following 
breaking down of gumma-like nodules. Periostitis and 
dactylitis occurred, but iritis was not observed. 
Scarring after healing of ulcerations led to contrac- 
tures, muscle wasting and shortening, a common 
consequence being great deformity. Dr. Callanan is 
convinced from his observations that the terrible 
destruction of palate and nasal bones and skin of face, 
known as gangosa, was directly due to untreated yaws. 
Many of the yaw cases showed splenic enlargement, 
but no internal organ other than the spleen was seen 
to be affected. No nervous conditions that could be 
attributed to yaws were discovered—an interesting 
observation in view of the persistent reports from 
Fiji of general paresis and tabes dorsalis attributed 
there to yaws. Dr. Callanan deserves congratulation 
on this record of his careful obServations on a great 
number of individual cases, and the organisation and 
conduct of the campaign. It is a valuable contribution 
to the literature of yaws, whilst the campaign itself 
reflects credit on the medical administration of the 
Colony, and provides an instructive and encouraging 
example for other countries where yaws is a scourge— 
even for some others under the British flag and the 
zgis of the Colonial Office. 





THE ELEMENTS OF LONGEVITY. 

THE duration of human life has various aspects; 
the physician at the bedside, the medical man examin- 
ing a candidate for life assurance, the referee at the 
headquarters of the assurance company, all work 
with a different set of data with somewhat different 
ends in view. The philosophic yet precise consideration 
of the biology of death constitutes the greater part of 
the work of the last named; he has a tough pro- 
position to deal with. To help him there is the 
inductive method of clinical medicine, the analogy of 
animal experiment especially used by Pearl, the 
somewhat unworked field of life-assurance statistics, 
the science of heredity, and sundry other possibilities 
into which Dr. Hans Ullmann, of Berlin, goes at 
some length in one of the recent instalments! of 
Brugsch and Lewy’s * Biologie der Person.”’ Dr. 
Ullmann cites Rubner’s view that the duration of 
life of a species depends upon the potential energy 
acquired from its food, Weismann’s theory of potential 
immortality, the effect of the extent of surface, of 
internal secretions, of the physico-chemical changes, 
intoxication with products of metabolism, and the 
hypotheses of the gradual death of increasing propor- 
tion of the cells (Kassowitz) and of the gradual loss 
of power of function in the cells (Ribbert). Obviously 
the individual duration of life is influenced by sex, 
by different environments and diseases, by social 
status and race, by the effect of different dietaries, 
by heredity and pigmentations. But Dr. Ullmann 
is impressed by the preponderance of familial influence 
in consequence of which the individual reacts in a 
certain way to his environment. Belief in the occur- 
rence of familial longevity and short-livedness is now 
spreading, as may be seen in the work of Mary Beeton 
and Karl Pearson, L. Cuénot, D. Westergaard, and 
A. Ploetz. W. Scheidt, working over A.von Lindheim’s 
Austrian material, ascertained that out of 281 eighty- 
year-olds 102 came from parents of whom one was 
over 80, and 64 from parents both of whom were 
over 80. Among the old people in the Jewish alms- 
houses in Vienna in 1908, 41 per cent. came from 
parents both of whom were over 70 years old. In all 
95 per cent. of the old people dealt with by Lindheim 
were from parents of whom at least one was over 
70 years old. The author gives the unfavourable 
experience of 34 American life assurance companies 





1 Die Biologie der Person: ein Handbuch der Allgemeinen 
und Speziellen Konstitutionslehre. Edited by Prof. Th. Brugsch 
and Prof. F. H. Lewy. Third instalment comprising pp. 749- 
1051 of vol. i. which it completes. Berlin and Vienna: Urban 
and Schwarzenberg. 1926. Mk,15, 
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in regard to the lives of those in whom the circumference 
of the abdomen exceeds that of the chest. But even 
here a hereditary tendency to longevity is the ruling 
factor, for corpulent descendants of longer-lived 
parents have a normal expectation of life. Assured 
persons who are under weight and whose parents died 
fron lung disease under 70 years of age are more liable 
to die during the age-period 15-2, their excess of 
mortality being 30 per cent. On the average the risks 
of the underweight class are not increased ; those who 
have had no lung disease in their family show a 
diminished mortality. Short-livedness is frequently 
due to arterio-sclerosis or tuberculosis. Mollwos and 
Florschiitz, working with material derived from the 
Liibeck Life and Gotha Assurance Societies respec- 
tively, are thought by Dr. Ullmann to have established 
how great a rdle heredity and a feebler constitution 
play in the etiology of tuberculosis. The tuberculous 
who have a family history of tuberculosis do not do 
so Well as those whose parents died of other diseases. 
Fiorschiitz suggests that when this untoward result 
does not occur it is because special care has been taken 
of the patient on account of his unsatisfactory family 
history. Comparison of the family history of tuber- 
culous persons possessing tuberculous heredity with 
a number of controls clearly brings out their less 
satisfactory constitution. 


THE HERITABILITY OF INTELLIGENCE. 


Sir Francis Galton’s demonstration of the tendency 
for exceptional ability to run in families has become 
classic, and to it the modern eugenic movement 
owes its rise. Other investigators have confirmed 
his results, but their methods have varied. Galton 
accepted as a criterion of exceptional capacity or 
genius the attainment of some position of eminence 
in the world. In the latest of these investigations 
that has come to our notice, described in a Bulletin 
of the Eugenics Record Office, published by the 
Carnegie Institute of Washington, the cases selected 
for study are children—49 in all—whose exceptional 
ability is inferred from the very high scores obtained 
by them on the Stanford-Binet scale of intelligence 
tests. The investigation was carried out by Miss 
Grace Allen, and her results may be briefly sum- 
marised. Of the fathers of the gifted children 70 per 
cent. occupied positions of responsibility and power, 
many professional, and 25 per cent. were engaged 
in semi-intellectual work. Among brothers 52 
and 44 per cent. were the corresponding figures. 
Brothers and sisters tested by the Stanford scale, 
with only one exception, scored over 100, and only 
one cousin out of 21 tested scored below 120. Homes 
were rated according to the scale of the Whittier 
State School, and in practically all cases and in all 
respects neatness, size, necessities, parental control, 
scored high. Fecundity in the families concerned 
was low, the fathers were above average age, grand- 
parents were long-lived. The children were the 
offspring of normal gestations and were physically 
above the average, partly attributable no doubt to 
the fact that 70 per cent. were Jewish. Miss Allen 
does not make any inferences from the statistical 
facts, but the writer of the preface, Prof. C. B. 
Davenport, does not hesitate to interpret the results 
as further evidence of the heredity of high intelli- 
gence. It is somewhat doubtful if such an inference 
is justified, when one considers the small number 
of cases studied and the admittedly incomplete 
study of the families they came from. Putting this 
objection aside, however, there is the further question 
whether one is entitled to assume, as most of these 
investigators do assume, that any scale of intelli- 
gence, such as the Stanford-Binet, really adequately 
gauges native intelligence. Its value in assessing 
particularly the higher grades of intelligence has been 
frequently disputed, and the work of Dr, Cyril Burt 
and Mr. Hugh Gordon has shown that the results are 
very considerably influenced by general environment 
and school training. Is it not the fact that even 
the development of the intelligence itself is much 





modified by the nature of the environment ? The 
general fact that a high grade of ability does frequently 
run in families can scarcely be disputed, but there is 
still no completely satisfactory evidence to show how 
much is due to heredity and how much to the excep- 
tional opportunity afforded in a prosperous and a 
cultured home. The ardent eugenist is too ready to 
assume that the latter is not essential. It may be 
quite true to say, as Prof. Davenport does say, that 
“the children do not have high intelligence merely 
because they come from prosperous households,’’ but 
surely the prosperous households make some contri- 
bution to the growth of the intelligence. Nature 
must be nurtured. 


CHOLECYSTOGRAPHY. 

THE discovery by Prof. E. A. Graham and his 
co-workers that certain phthalein compounds during 
excretion by the biliary tract were capable of casting 
opaque shadows has led to extensive application of 
this phenomenon as a means of taking X ray photo- 
graphs of the gall-bladder. It has stimulated efforts 
to improve the technique of radiographic methods 
applied to the gall-bladder, which are reflected in 
contributions to medical journals of all countries 
and in keen discussions at medical societies, notably 
at the Section of Medicine of the B.M.A,. at Notting- 
ham. The opaque substances chiefly employed for 
the purpose have been tetra-halogen compounds of 
phenolphthalein, and both the oral and intravenous 
channels of administration have been used. Although 
at the B.M.A. meeting, reported in our issue of 
July 31st, it was stated that there had been no death 
recorded following the intravenous employment of 
these dyes, since that date a fatal case has been 
brought to our notice, and it appears expedient to 
direct attention once more to certain difficulties and 
risks which face those who are using the method. 
In the first place it must be recalled that several 
substances are on the market. Both tetra-iodo and 
tetra-bromophenolphthalein are in use; further, in 
some preparations the halogen atoms are linked to 
the phenol portion of the molecule and in others to 
the phthalein. As these compounds differ from one 
another in toxicity, both towards the general organism 
and the local tissues, the problem of selection is not 
an easy one in the absence of precise guidance. 
Moreover, the fact that they are all extremely unstable 
makes it difficult to obtain reliable solutions for intra- 
venous use without the assistance of a skilled chemist. 

In a recent article in THe LANcET' T. Izod Bennett, 
Alan Moncrieff, and F. G, Nicholas strongly advocated 
the employment of the oral route of administration ; 
they stated that toxic effects had never given them 
anxiety, and their results appear to have been excel- 
lent. On the other hand, they, in common with 
others using this route, had had considerable difficulty 
in finding a capsule to hold the dye which would 
neither allow it to be liberated in the stomach nor 
to pass unchanged into the cecum. If liberated above 
the pylorus an insoluble substance is formed with the 
gastric hydrochloric acid and violent vomiting may 
occur ; if, on the other hand, the dye passes into the 
cecum there will be no absorption, and hence no 
gall-bladder shadow can be seen. If, however, a 
capsule or covering is secured which is digested only 
in the small intestine the oral route does appear to 
give results which are quite satisfactory and are 
obtained without risk. There is, on the other hand, 
little doubt that in general the cholecystograms 
taken after intravenous injection are clearer, and 
here there can be no doubt in the observer’s mind 
as to whether proper absorption has taken place. 
Since a negative cholecystogram implies disease of 
the biliary apparatus, it is often of supreme importance 
for the observer to know that the dye has been fully 
absorbed into the blood stream. Intravenous injec- 
tion alone can guarantee this. If, however, such 
intravenous injections are going to lead to the pro- 
duction of local thrombo-phlebitis owing to inexpert 
use, or if the fatality mentioned above, which was 


2 THE LANCET, July 3rd, p, 19. 
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attributed to general toxic effects, is going to be 
repeated, it seems clear that this method may fall 
into disuse. In view of the very real value of chole- 
cystography in clinical medicine such an event would 
be regrettable. The position is somewhat analogous 
to that which arose when salvarsan first came into 
general use. Unreliable products were mixed with 
reliable ones, and much suffering was caused by 
inexpert administration. We would suggest the 
following rules for the guidance of those using this 
method as being useful at its present stage of develop- 
ment: (1) On account of its safety the oral route 
should be used as the routine method, intravenous 
injection being reserved for those cases where doubt 
remains after oral administration has been tried. 
(2) Clinicians and pharmacists should combine in 
order to secure a satisfactory coating for the dye for 
its oral administration. (3) When the intravenous 
route is used substances of guaranteed purity should 
be employed, and users should remember that this 
description cannot be given to all the preparations 
obtainable. (4) Intravenous solutions must be freshly 
prepared, a very few hours sufficing to produce 
serious decomposition of these compounds. (5) Extra- 
vasation during intravenous injection may lead to 
serious local effects, and the employment of stale 
compounds, impure compounds, or compounds in too 
high a concentration may lead to very serious general 
effects. 

If these rules are remembered the full value of this 
promising diagnostic innovation should be explored 
without danger to the public. We understand that 
Prof. Graham and his colleagues have evolved a 
substance more satisfactory for injection than any 
of those at present on the market, which will shortly 
be available. In any case the standards of purity 
desirable for any of these dyes, when administered to 
the human subject, might well form the subject of 
investigation by the Pharmaceutical Society. to whom 
the task of the standardisation of other drugs and 
biological products has recently been entrusted by 
the Medical Research Council. 





PROGRESS OF THE LONDON  Hospirats.—The 
statistical report of the Hospital Economy Committee of 
King Edward’s Fund for 1925 states that the 118 hospitals 
which come within the purview of the Fund dealt with 
seven million out-patient attendances. The number of beds 
has increased by 240 to 13,700 ; the average number occupied 
was 500 more, and there were 10,400 more in-patients. The 
receipts were £3,029,000—a gratifying increase—and the 
expenditure was £2,906,000, an increase of £150,000. There 
has, however, been a reduction in the cost per unit, and 
whereas in 1920 there were 77 hospitals which failed to meet 
their expenditure, last year the number fell to 49. In 
addition to annual income, the 118 hospitals raised £691,000 
for building and equipment and £167,000 for endowment, 
bringing the total receipts up to £3,887,000. Of the annual 
income only 19 per cent. was derived from investments. 

Financial Position of St. Thomas's Hospital.—Sir Arthur 
Stanley, the treasurer, reports that the financial results of 
the working of the hospital in 1925 were ‘‘ very disappoint- 
ing,” and that the future is ‘‘ regarded with considerable 
anxiety.”” Expenditure exceeded income by more than 
£36,000, and there is a debt to the bank of nearly £98,000. 
Work increases out of all proportion to receipts, and if the 
gulf between incomings and outgoings cannot be bridged the 
governors ‘* will be most reluctantly obliged to consider the 
expediency of reducing their work.’’ Last year there were 
11,318 in-patients, staying an average of 18 days at a cost 
of £11 lls. 8d. each. The 96,110 new out-patients cost 
10s. 5d. each. 

Westminster Ophthalmic Hospital.—The plans for the new 
building in Broad-street, W.C. 1, which will shortly be begun, 
provide for an out-patients’ department which will accom- 
modate from 300 to 400 patients and beds for 30 female and 
22 male in-patients, including 10 for cataract cases for each 
sex ; there will also be a children’s ward and separate wards 
for paying patients. An entire floor will be given up to the 
nurses. The new site is nearly three times the size of the 
old one. 

Queen Charlotte's Maternity Hospital.—Last year 1966 
women were delivered in the hospital, of whom 19 died, and 
1842 in their own homes, 2 of whom died. The Antenatal 
Department gave 14,078 attendances to 5567 patients, and 
during the last 59 years 11,891 persons have been trained 
in midwifery and monthly nursing. 





Modern Cechnique in Treatment. 


A Series of Special Articles, contributed by invitation, 
on the Treatment of Medical and Surgical Conditions. 


CLXXXVIL. 
TREATMENT OF CONGENITAL HYPER- 
TROPHIC PYLORIC STENOSIS. 

ONE of the most important factors in the treatment 
of congenital pyloric stenosis is early diagnosis. Upon 
this may depend success or failure of treatment. In 
any case in which an infant of a few weeks old, 
especially if a male, presents the symptom-complex of 
projectile vomiting, constipation, and wasting, careful 
examination should be made either during or 
immediately after a feed to ascertain if any gastric 
peristalsis can be observed, and to see if, by careful 
palpation, a pyloric tumour can be discovered. 
Palpation of the pyloric tumour may not be an easy 
matter and often it is necessary to spend a consider- 
able time over the examination. Difficulty may arise 
from the fact that the tumour is tucked up under the 
liver. When the disease is far advanced diagnosis is 
usually simple enough, but the early cases are easily 
missed. The practitioner is often misled by the 
fact that a change in diet may stop the vomiting 
temporarily and one food after another is tried in the 
hope of finding the right one. X ray examination 
after an opaque meal is valuable in establishing the 
diagnosis in doubtful cases, and if due care is taken 
no harm will result to the infant. 

The diagnosis having been established there are 
two courses open, the one surgical treatment, the other 
medical. In deciding which course to adopt it must 
be remembered that delay greatly prejudices the 
infant’s chance of recovery. The practice of giving 
medical treatment a trial and resorting to operation 
only if it proves unsatisfactory is to be condemned 
on the grounds that the general condition of the infant 
will by then be less suited to withstand the shock of 
an operation. Medical treatment is never advisable 
in the very acute cases or in a breast-fed baby. In 
the former the vomiting is so persistent and the 
downward progress so rapid that there is no time for 
the patient to respond to it; in the latter, owing to 
the length of time taken to effect a cure, there is a very 
real danger of the mother losing her milk from the 
mental strain and anxiety. In this case the baby has 
the additional handicap of having to adapt itself to an 
artificial food. No case should be considered too 
severe for operation; often the most unlikely cases 
come through the best. Medical treatment is best 
adapted to mild cases where the vomiting is slight and 
the general condition good, more particularly to those 
in which the disease has not been recognised until 
between the second and third month and the condition 
is already beginning to cure itself. 

To sum up, surgical treatment is to be recommended 
in all but the very mild cases ; but it must be remem- 
bered that the good results obtained in this country by 
surgical treatment have been largely due to the fact 
that the surgeons have been skilled in the technique 
of the operation. The fact that the services of a 
specially skilled surgeon are not available may well 
influence the choice between surgical and medical 
treatment. 

Surgical Treatment. 


Pre-operative Measures.—When operation has been 
decided upon it is usually unwise to delay it for more 
than two or three days. This time should be devoted 
to the improvement of the general condition of the 
infant. In order to remove the mucus and combat the 
existing gastritis gastric lavage should be started at 
once, and should be performed once or twice daily 
with a solution of sodium bicarbonate in warm water 
(one teaspoonful to the pint); the washing should be 
continued until the fluid returns clear. It is important 
that in the day or two preceding operation the infant 
should receive as much nourishment as possible. In 
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a number of cases gastric lavage will have the effect 
of temporarily stepping the vomiting and the desired 
result will thus be obtained ; in other cases it may be 
necessary to resort to re-feeding after the child has 
vomited, or it may be found that feeds given by a 
nasal tube will be retained where feeds taken by the 
bottle will be vomited. A breast-fed baby may be 
allowed to go to the breast in the normal manner 
unless it is very collapsed, under which circumstances 
the mother’s milk must be expressed and given in a 
bottle or by a nasal catheter. For the artificially fed 
child any of the formule suggested below in connexion 
with post-operative feeding may be used. 
Subcutaneous saline should be administered if the 
child is dehydrated, and if the efforts at making the 
infant retain food have been unsuccessful 2 per cent. 
of glucose may be added to the normal saline, but this 
should be used with caution as it is apt to be painful 
and may even give rise to suppuration. On the day of 
operation the last feed should be given three to four 
hours and the stomach washed out one hour before 
going up to the theatre. The child should be warmly 
clad and the arms and legs bandaged in cotton-wool. 


Technique. 

Operation.—The exact technique of the operation 
is amatter to be decided by the surgeon. Rammstedt’s 
operation of transperitoneal section of the pyloric 
sphincter has almost entirely superseded all other 
forms of operative procedure, although Loreta’s 
method of dilating the pyloric sphincter is still 
preferred by some surgeons. 

Post-operative Treatment.—Following the operation 
the patient should be carefully watched to guard 
against shock. The temperature must be taken 
frequently and hyperpyrexia watched for; should the 
temperature rise above 102~ F. an ice-bag may be 
applied to the head. If vomiting occurs after operation 
it will often be found that a small enema of normal 
saline will have the effect of stopping it. Subcutaneous 
saline may be necessary, but care should be taken to 
avoid water-logging the child. 

Post-operative feeding is of the greatest importance. 
The safest method is to give small feeds frequently ; 
if feeding is pushed enteritis is apt to follow and is the 
most serious of all complications. It must be remem- 
bered that the stenosis is now relieved and the intestine, 
which for some weeks has been unused to receiving 
more than small quantities of food, isin an unfit state 
to deal with large amounts. No very rapid gain in 
weight should be looked for in the first two weeks. 

The ideal food for feeding after operation is 
unquestionably breast milk. If this is not available 
any of the following formule may be used :— 

(1) Nestlé’s Ideal milk, 5 oz.; dextri-maltose, 1} oz. ; 
water, 25 oz. 

(2) Fully peptonised skimmed cow’s milk, 2 
water, | part; sugar, 1 teaspoonful to each 3 oz. 

(3) Marriot’s skimmed lactic acid milk, prepared as 
follows: Boil 1 pint of skimmed cow’s milk for five minutes, 
remove the scum, replace the fluid lost by boiling with cold 
hoiled water up to 1 pint. Cool thoroughly and add lactic 
acid (B.P.), 1 drachm drop by drop, being most careful to 
tir the milk the whole time that the acid is being added. 
Dextri-maltose in the proportion of 1} 0z. to the pint should 
he added while the milk is still warm. 


parts ; 


The following table may serve as a guide as to the 
amounts to be fed. The first feed is given two hours 
after operation. Feed hourly for 11 hours as follows :— 


2 feeds glucose 7} per cent. solution 1 dr. 
3 feeds, | 4 dr. Boiled water 


‘ 
4 Breast milk or | 
feed | ‘milk mixture |: ed tt 


Sale: 24 
Now feed two-hourly for 25 
1 feed 


4 dr. 


” 


hours as follows :— 
dr. 


3 dr. Boiled water 2 
2 feeds ( 4 pm - y 
oO 


” 


Breast milk or 
milk mixture 


o» ” 
1 oz, 
1 oz, 2 


row wne 


dr, 

Following this feed give 14 oz. 24-hourly for 
12 hours, and then 2 oz. 3-hourly for 12 hours. After 
this gradually increase the size of the feeds and reduce 





their number until the child is being fed six times in 
the 24 hours. 

If the child is breast fed it will be put to the breast 
after the first 36 hours unless the condition is very 
poor. Feed 24-hourly (3 to 5 minutes at the breast) 
for 12 hours, then 3-hourly (5 to 7 minutes at the 
breast) for 12 hours. After this gradually increase the 
length of time at the breast and reduce the number 
of feedings to six in the 24 hours. As soon as the 
child is put back to the breast the amount of food 
taken must be regulated by weighing before and after 
each breast feed. 


Medical Treatment. 


The medical treatment of congenital pyloric 
stenosis is based on the fact that if the condition is 
left to itself there is a definite tendency towards 
recovery. The pylorus will in time open itself, 
provided that the child does not die before this has 
taken place. If an attempt at non-operative treatment 
has been decided on gastric lavage should be started 
at once. 

Dietetic T'reatment.—Breast milk is the ideal food, 
and every effort should be made to obtain it. If the 
child is breast fed it may be allowed to go to the 
breast in the normal manner, unless very exhausted, 
in which case milk expressed from the mother’s breast 
must be used. If breast milk is unobtainable thick 
cereal feeding or feeding with skimmed lactic acid 
milk may be employed. 

The principle of thick cereal feeding is to supply the 
infant with the maximum amount of nourishment he 
can conveniently assimilate and to provide it in a 
form that cannot readily be vomited. The following 
formula as suggested by Sauer may be used: farina 
or rice flour, 3 tablespoons; skimmed milk, 9 oz. ; 
water, 12 oz. ; dextri-maltose, 3 tablespoons. This is 
boiled for one hour in a covered saucepan and should 
be of such a consistency that it will stick to an 
inverted spoon. The food should be given warm and 
may be administered either on a spoon or a spatula, 
or forced with a glass rod through a Hygiea teat in 
which a large hole has been made ; 2 to 6 tablespoons 
of this paste may be given six to seven times per day, 
depending upon the size and condition of the infant. 
It is of the utmost importance to remember that with 
this type of feeding the child is receiving very little 
fluid and this will have to be made good with either 
rectal or subcutaneous salines. 

Good results are also claimed for feeding with 
skimmed lactic acid milk with the addition of dextri- 
maltose, 1} 0z. to 1 pint. Six to eight feeds should be 
given in the 24 hours, commencing with small feeds of 
about 2 oz. and gradually increasing according to the 
child’s age and condition. As the vomiting decreases 
and the general health improves whole lactic acid 
milk may be gradually substituted. 

Drugs.—In conjunction with dietetic treatment 
atropine should be given. A solution of atropine 
sulphate 1 in 1000 is freshly prepared and is adminis- 
tered by mouth in a small quantity of water 15 minutes 
before each feed. The initial dose is | minim; the 
patient is watched and if no toxic effects are observed 
the dose is gradually ircreased by 1 minim until 
flushing of the skin appears, this dose or slightly less 
being then continued. It may be necessary to go on 
using it for several months. Good results have been 
reported from the continent of alternate doses of 
atropine and intracutaneous injections of | mg. 
of adrenalin hydrochloride, 1 in 1000. 

Cc. K. J. HAMILTON, M.B. Oxf., M.R.C.P. Lond., 
John and Temple Research Fellow and Clinical 


Assistant to the Children’s Dept., 
St. Thomas’s Hospital. 
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UNIVERSITY COLLEGE HospiraL,—The report for 
1925 records that of the 315 available beds 405 were con 
stantly occupied; the in-patients numbered 51493, and 
there were nearly a quarter of a million attendances in 
the out-patient department. The Dental Hospital had 
12,741 patients, and the ear, nos* and throat department 
588 in-patients. 
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SAMPLES OF THE YEAR’S WORK. 





A LARGE number of scientific papers are included 
in the medical section of the annual report for 1925-26 
of the Metropolitan Asylums Board, whose general 
scope has already been indicated.1 A few of these 
papers here summarised may serve to give an idea 
of the wide scope and progressive character of the 
Board's medical work. 

PUERPERAL SEPsIs. 

Information presented to the Congress of Obstetrics 
held in London in 1925 showed that in cases of 
puerperal septicemia confirmed by blood culture the 
mortality varied from 50 to 70 per cent., and that 
no specific treatment could be said to be of real 
value. The Ministry of Health, having approached the 
M.A.B. with regard to the admission of cases of 
puerperal sepsis to certain of their hospitals, in the 
hope that careful investigation of these cases in 
bulk might lead to definite improvement in their 
prevention and cure, in October, 1925, 50 beds were 
allotted at the South-Western, the North-Western, 
and the Eastern Hospitals, these centres being chosen 
to deal with the different districts of London. Mr. 
James Wyatt, who was appointed obstetric consultant 
to the three hospitals, reports on the 52 cases which 
had passed through up to the end of February, 1926. 
He summarises the methods of investigation and 
treatment that have up to the present been 
adopted, adding that it is more than likely that, as 
our knowledge advances, they will be considerably 
altered, and that in any case the careful bacteriological 
examinations which are being carried out will increase 
our knowledge. The general line of treatment that 
has been adopted is as follows :— 

The patient on admission is allowed to settle down 
in her new surroundings for some hours before any 
investigations are carried out. Then an intra-uterine 
culture is taken, and if the pulse-rate has not settled 
after her removal to hospital to below 120 per minute 
a blood culture is taken. The method in which the 
blood is dealt with before the cultures are actually 
taken is of great importance. Local treatment is 
carried out very gently, as it is considered that the 
less the parts are disturbed the better. In those 
cases where there is much laceration of the soft parts 
or the lochia are offensive vaginal lavage with liq. 
sod. chlorinatz Jii in one pint of water is carried out, 
and later on those cases showing signs of localised peri- 
tonitis are given intra-uterine injections of glycerine, 
as advocated by Remington Hobbs. The patients 
are kept in the Fowler position to aid drainage, and 
in some cases liq. extract of ergot is given by mouth 
to try to stimulate the uterus. General treatment 
consists chiefly of good nursing and_ suitable 
nourishment, and great stress is laid upon getting 
the patient to sleep, sedatives being used without 
hesitation if necessary. In those cases where a 
positive blood culture is obtained, injection of 
novarsenobillon in small doses (0°3 g.)is being tried, 
and in a few cases intravenous injection of perchloride 
of mercury (gr.1/16-gr.1/32) and mercurochrome 50 mg. 
has been tried, but up to date no definite conclusions 
can be drawn, but it is to this line of treatment that 
special notice is being given, as it is felt that in those 
cases where there is infection of the blood stream it is 
the most likely to effect a cure. 


It seems possible, says Mr. Wyatt, to divide the 
cases of puerperal sepsis into four classes :— 

I. An infection of the uterus which remains localised to 
that organ. 

II. An infection of the uterus which spreads via the 
Fallopian tubes and produces either a localised or a general 
peritonitis. 
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III. An infection of the uterus which spreads to the pelvic 
cellular tissue. 

IV. A general infection of the blood stream. 

It is seldom possible at the onset of the disease to 
decide which class each case will fall into, but roughly 
in: I. The pulse is practically never raised above 120 
and within two or four days the temperature falls. 
II. The temperature remains up for many days, in 
some cases for weeks, the pulse varies, but, unless the 
peritonitis is general, is again seldom above 120. 
There is pain over the lower abdomen, and, on bimanue! 
examination, evidence of inflammation around the 
uterus, especially in the pouch of Douglas. III. This 
is usually of late onset, tenth to fourteenth day of 
puerperium, although there is usually evidence of the 
presence of some sepsis in the earlier days, which 
apparently subsides and then flares up again and, on 
bimanual examination, the cellular tissue at the sides 
and in front of the uterusis found to beinvolved. IV. 
In these cases the pulse appears to be the best guide, 
and if it remains above 130 for 24 hours it strongly 
suggests a general infection. 

Allotting the 52 cases under these four headings, 
Mr. Wyatt reports :— 

I.—Thirty-one came under Class I. : local uterine infection. 
All recovered. In the majority of the cases the temperature 
and pulse settled within a few days, and in six only con- 
tinued for more than seven days. In 21 of the cases 
intra-uterine cultures were taken. In 14 hemolytic 
streptococci were present. In seven, other organisms— 
non-hemolytic streptococci, B. proteus, diphtheroids, 
B. coli. The cases in which no swab was taken settled 
down within 24 hours of admission. 

II.—Eleven came under Class II.: spread of infection to 
the peritoneal cavity. Of these: three with general 
peritonitis died. No organisms were found in the blood, 
but in one in which uterine culture was taken hemolytic 
streptococci were present. Eight with pelvic peritonitis and 
salpingitis recovered. In four of these hemolytic streptococci 
were found in the uterus; and in four, other organisms— 
diphtheroids, &c. One of these cases was later operated 
upon elsewhere and a pyosalpinx removed, 

IlI.—Two with venous infection; both died. One had 
a femoral thrombosis. One had a pulmonary embolism. 
Hemolytic streptococci were found in the uterine culture 
of both cases. The patient with the femoral thrombosis 
also had probably a general infection, although the blood 


cultures were negative. 

I1V.—Seven under the heading of Class IV. 
septicemia. In six hemolytic streptococci in blood. 
Staphylococcus aureus in blood. Of these, four died and 
three recovered. In all of them either novarsenobillon in 
doses of -3-0-0 g., or hydrarg. perchlor. gr. 1/32-1/16, or 
mercurochrome 50 mg. were given, 

In the septiczemic cases that recovered the infection 
appeared to be not severe, and Mr. Wyatt suggests 
that the virulence of the infecting organisms varies 
considerably in different cases. Attempts are being 
made to confirm this, as there is no doubt that with 
regard to the most prevalent organism, the hemolytic 
streptococcus, this may be found in the vagina before 
delivery and yet perfectly normal puerperia supervene. 

Detailed reports by Dr. R. Swyer of two interesting 
cases of puerperal fever are appended. 


viz., 
In one 


THE Post-ENCEPHALITIS UNIT. 

Dr. S. A. Kinnier Wilson, consulting neurologist 
to the Board, reports on the initiation of the post- 
encephalitis unit opened at the Northern Hospital, 
Winchmore Hill, in the autumn of last year under 
the temporary charge of Dr. Thomas Lindsay, lent 
from the Mental Hospitals Service. The unit occupies 
four pavilions of 25 beds each, two being for boys 
and two for girls; these are now fully occupied, 
and there is a waiting list for admission. The purpose 
of the unit is to observe and treat the after-effects, 
physical and mental, of children who have had an 
attack of lethargic or epidemic encephalitis—so 
called ‘‘ sleepy sickness.” From the outset it was 
decided that no clear-cut differentiation could be 
drawn between cases exhibiting nervous and those 
showing mental symptoms. A number of children 


now in the unit show nervous disabilities with no 
mental or behaviouristic defects ; others are perfectly 
well physically although their behaviour is abnormal. 
In order to make the numbers complete as quickly 
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as possible at the outset considerable latitude was 
allowed in the selection of patients for admission. 
Now the following principles are being observed :— 

(a) No case below the age of 3 years is accepted, because 
the nursing staff is inadequate if such are taken, and because 
the diagnosis is often uncertain in these cases. 

(6) Completely bedridden, paralysed, incontinent cases 
are excluded, because material improvement is in the 
present state of knowledge not to be expected. 

(c) Slight cases, presenting neither physical nor mental 
symptoms in any recognisable degree, admission being sought 
simply by way of convalescence, are refused. 

(d) Cases in which such mental deterioration has followed 
the original attack of epidemic encephalitis as to reduce 
the patient to the level of the mental defective are not 
taken, since other arrangements exist for their treatment. 

(e) Cases in which the diagnosis is doubtful or more than 
doubtful are not accepted. Not all encephalitis is encepha- 
litis lethargica or epidemica, and sporadic encephalitis, 
occurring in association with one or other of the exanthems, 
or separately, has long been known. 

In addition to the staff of nurses a female teacher 
is attached to each pavilion. Two masseuses give 
mechano-therapeutic and medico-electrical treatment 
to selected cases. The bigger and stronger boys of 
the potentially ‘‘ mischief-making’”’ type are under 
the control of a male instructor. In each pavilion of 
25 children school-teaching goes on during five days a 
week, from 9.30 to 12, and from 1.30 to 3, lessons 
being interspersed with physical drill and handiwork. 
There is ample playground and outdoor games are 
organised. Technical medical treatment is in the 
hands of the resident medical officer in consultation 
with the visiting neurologist. Systematic treatment 
is being planned for the Parkinsonian and other neuro- 
logical cases, and ascheme of investigation in all cases. 

At the time of report the complete unit had only 
been in existence for a month or two, but much less 
difficulty had been encountered than expected in 
regard to inversion of sleep rhythm. Patients who 


had exhibited this phenomenon in marked degree at 


home proved adaptable to régime, and definite 
improvement in normal sleep was recorded in prac- 
tically every instance. In the Parkinsonian group 
the nervous improvement shown is attributed to the 
effect of open air and good surroundings. In many 
cases of behaviouristic impairment transference to the 
atmosphere of the unit, with its régime, discipline, 
regular hours, and supervision proved eminently bene- 
ficial. Patient schooling is gradually resulting in a 
general improvement of attention on the part of these 
impulsive children ; violent outbursts are less frequent 
the longer the child stays. So far one case only has 
proved refractory, that of a girl of 8 years, who has 
shown deterioration over a period of some four 
months, and whose intellectual and emotional level 
is that of the mental defective. 

The sequele of epidemic encephalitis, Dr. Wilson 
concludes, are as diverse as the phenomena of the 
disease itself ; hence the clinical material of the unit 
is, and is always likely to be, particularly hetero- 
geneous. It ranges from merely paretic or physically 
handicapped juveniles, of normal intellect and of 
good behaviour and control, to so-called ‘‘ moral 
imbeciles ’’ (an unsatisfactory term) whose cunning 
and deceitfulness are linked to a certain degree of 
lowering of the intellectual level and who are potential 
young criminals. All are united solely by the slender 
thread of a previous attack of encephalitis. It will 
be a matter for investigation to what extent these 
behaviouristic defects and apparent changes in 
personality are in actual fact the outcome of the 
brain disease, and how far, if at all, other factors than 
it are responsible. (To be continued.) 


St. BARTHOLOMEW’sS HosprraL.—This is one of the 
few voluntary hospitals which enjoys a large income from 
investments, and the report for 1925, which has now been 
issued, shows that the year’s revenue from this source 
amounted to £120,000 out of a total of just under £185,000. 
There were 9191 in-patients, who stayed an average of 
23 days and cost £14 138, 6d. each. The estimated cost of 
the new home for 257 sisters and nurses is £191,000, of 
which £44,000 has yet to be raised. There were 676 students 
in the Medical College. 





VIENNA. 
(FROM OUR OWN CORRESPONDENT. ) 


Mosquitoes in Vienna. 

THE unusual weather conditions of this summer 
have caused big floods in the neighbourhood of 
Vienna, especially in the valley of the Danube. Vast 
areas of meadows and woodlands have remained 
under water for weeks and weeks, except for brief 
intervals, and in consequence Vienna is now suffering 
from a plague of mosquitoes. Lately this has been 
causing some alarm, for in the old days there used 
to be a small focus of malaria in the city, though 
since 1909 the disease seems to have been stamped 
out. There are now so many mosquitoes that the 
public parks and woods are full of them, and they 
are certainly a nuisance if not a menace. Hitherto 
there has been no real danger of getting malaria 
from them, but recently true anopheles have been 
discovered and the public has gained some haphazard 
knowledge of the possible danger from reports in the 
newspapers. The Board of Health has accordingly 
published a reassuring statement and is taking steps 
to do away with breeding places as far as they are 
known and are within its jurisdiction. 


Psycho-analysis by Laymen. 

In Vienna, as elsewhere, the exponents of psycho- 
analysis have to face much criticism, and there is 
a strong feeling that only qualified medical men 
should be allowed to use the method. Prof. Freud 
who, by the way, has just celebrated his seventieth 
birthday—has amongst his pupils many who are 
laymen, and one of them, Dr. T. Reik, has lately been 
the centre of an affair which has brought the question 
of the non-medical analyst into the public eye. 
Dr. Reik, who is a doctor of philosophy, treated an 
American gentleman by psycho-analysis with the 
unfortunate result that the patient went from bad 
to worse and had a severe mental breakdown. The 
American Consul complained to the Medical Council, 
saying that such a quack should be stopped from 
continuing his evil doings, and the Council informed 
the State Board of Health, which then held an inquiry. 
Dr. Reik, it appears, has never claimed to be a doctor ; 
all his patients were aware that he was not qualified, 
but his skill is such that Prof. Freud has repeatedly 
handed over difficult cases to him because of his 
special abilities as an analyst. In the controversy 
that has arisen Prof. Freud points out that the 
psychic factor is not a monopoly of medical men 
and that it would be wrong to stop the work of so 
able a man as Dr. Reik simply because he is not 
a member of the profession. The authorities, however, 
take up a much more formal attitude ; they say that 
psycho-analysis is a strictly medical procedure, and 
must not be practised by a layman except under the 
direct supervision of a doctor. This is in line with 
their decision about hypnotic experiments not long 
ago, when the Supreme Board of Health, acting on 
a report by Prof. Wagner-Jauregg, refused permission 
for hypnotic performances in public on the ground 
that hypnosis should only be used by qualified doctors, 
as it may have serious consequences to mind or body 
if employed either as a form of treatment or for 
experiment. 

Trichinosis in Austria. 


The Ministry of Health has issued a memorandum 
calling the attention of practitioners to the fact that 
in 1925 seven cases of trichinosis with three deaths 
were reported from Vienna and Innsbruck, and that 
in the first six months of this year 11 cases—with 
one death—were brought to the notice of the Board 
of Health. The disease seems, therefore, to be on 
the increase, and as the memorandum points out, the 
symptoms are so vague as to escape notice unless 
specially looked for. The patients often complain of 
muscular pains, slight fever, and a little general 
malaise, and a diagnosis of rheumatism is often 
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made. Even when nodules are discovered in the 
muscles their cause may be mistaken. The most 
reliable method of diagnosis—microscopical examina- 
tion of an excised nodule—is hardly feasible in patients 
who are only slightly affected. Examination of the 
blood for eosinophilia is very useful ; it is easily done, 
the patients do not mind it, and it should never be 
omitted when there is any suspicion of trichinosis. 
Probably the people of the countryside are often 
affected without knowing it, for smoked (not boiled) 
pork is a very common article of diet in rural districts, 
especially in the woodlands. The Ministry has made 
arrangements for free pathological examination of 
any specimens sent up to Vienna with a tentative 
diagnosis of trichinosis. 





A New Surgical Disinfectant. 

At a recent meeting of the Surgical Society of 
Vienna Prof. Paul Albrecht reported on the use of a 
new disinfectant for dressing wounds. During the war 
the chief disinfectant in use amongst the Allies was 
chlorine, whilst iodine was preferred by surgeons of 
the Central Powers. In 1921 Prof. Ulzer prepared 
a solution containing both these germicides and this 
he has now improved by the addition of fluoric acid. 
This aqueous solution is in use at the surgical station 
of Prof. Albrecht, and has been found very satis- 
factory. After a phlegmonous abscess is opened the 
wound is gently packed with gauze soaked in the 
solution, and a wet dressing applied. This is repeated 
every three hours, and the decursus morbi is very 
good. It has also been used in surgical tuberculosis 
and in treating accidental wounds, mostly dirty ; 
inflammation rapidly subsided and injuries healed 
quickly. For the last year or so, furthermore, this 
“halogen solution’ has been employed as an 
adjuvant in so-called aseptic operations, in order to 
destroy or make innocuous the white staphylococcus. 
Albrecht has used it in 14 strumectomies, 19 laparo- 
tomies, and 14 operations for cancer of the breast. 
He claims that it does not injure the tissues even 
when in contact with them for a long time. The 
tuberculous glands were treated without drainage. 
the wounds being closed at once after swabbing them 
out well with the solution. In only three of the 
cases of Mammary cancer was drainage employed, 
and hemorrhage or serous.exudate under the skin 
was always sterile ; most remarkable was the rapid 
apposition of the skin laps to the walls of the thorax. 
Formation of very tough scar tissue is the rule after 
the use of the halogen solution, and it seems as 
though the solution definitely promotes the formation 
of connective tissue. The theoretical explanation of 
this process is as yet unknown. 





PARIS. 


(FROM OUR OWN CORRESPONDENTS. ) 


Arterial Hypertension. 


Dr. Mattei and Dr. Dias-Cavaroni, of Marseilles, 
have been studying the effects of various drugs upon 
arterial hypertension, and recently gave in the Presse 
Médicale an account of their observations on sodium 
nitrite, nitroglycerine, benzyl benzoate, chloral, tinc- 
ture of garlic, and mistletoe. Sodium nitrite, they say, 
is generally useless, and may also be dangerous; the 
action of nitroglycerine is transitory and uncertain, 
and these two substances have the unfavourable 
effect of increasing the value of the oscillometric index 
without sensibly lowering arterial tension. Benzyl 
benzoate and tincture of garlic have a very feeble and 
inconstant action on arterial hypertension, but mistle- 
toe and chloral are found to be fairly satisfactory 
and regular in their action. An aqueous extract of 
mistletoe, given by intramuscular injection, lowers 
the systolic pressure and also acts, rather later and 
with less regularity, on the diastolic pressure. 
Chloral given by the mouth for several days causes 
definite lowering of systolic pressure with variations 





of the diastolic which, although appreciable, are 
slight. Even in favourable cases the action of 
mistletoe and chloral does not last more than about 
10 days, and the best of these remedies appear to have 
a transient effect on hypertension, acting especially 
by reducing the raised systolic pressure which is often 
a sign of compensatory hypersystole. Their effect is 
not wholly satisfactory unless at the same time a 
parallel reduction of the diastolic is caused by rest, 
purgatives, diuretics, cardiac tonics, and suitable 
régime. In practice it may be said that there are no 
such things as hypotensor remedies, though there is a 
treatment which reduces tension. 


Marriage Problems. 

The question of examination before marriage came 
up at a meeting of the International Eugenics Com- 
mittee which met at Paris in July under the 
presidency of Major Leonard Darwin. Dr. George 
Schreiber, of Paris, explained the advantages of the 
Scandinavian system, which demands from candidates 
for marriage a medical certificate given by a doctor 
chosen by the interested parties, and other speakers 
described the customs in vogue in the United States. 
Holland, and Belgium. At the same conference 
Vignes and Apert, of Paris, discussed consanguinity 
in marriage. They pointed out that in unions 
between first cousins there are only three pairs of 
grandparents instead of four, and that the pair which 
is common to the two cousins who wish to marry is the 
pair which it is most important to study from the 
point of view of heredity. Prof. Buchanan Smith. 
of Edinburgh, described his own observations on 
in-breeding amongst animals. An important dis- 
cussion followed these papers, the general impression 
seeming to be that consanguinity leads to fixation of 
good characteristics just as much as bad, and that 
it is important above all to search for hereditary 
familial diseases before giving sanction to marriag« 
between relatives. 


Nickel and Cobalt in Diabetes. 

Two important communications have recently been 
made to the Académie des Sciences on the use of 
nickel and cobalt in the treatment of diabetes. Sub- 
cutaneous injection, or even oral administration, of 
very small amounts of nickel and cobalt have led to 
benefit in some cases of diabetes, and sometimes there 
has even been complete suppression of sugar in the 
urine with disappearance of polyuria and thirst. 
increased tolerance for glucose, and sometimes, 
though not always, lowering of blood-sugar. On the 
other hand, in certain conditions, such as infantile 
diabetes and diabetes associated with tuberculosis, 
there seems to be no effect. In six cases of diabetes 
with tuberculosis after several injections the glycosuria 
became worse, the blood-sugar was raised, and excre- 
tion of acetone bodies increased ; the treatment had 
to be stopped. With reservations, however, these 
remedies seem to have real usefulness. 


Inflammability of Artificial Silk. 

The manufacture of artificial, silk is steadily 
increasing, but it has its dangers; the kind most 
common on the market has not been denitrified, and is 
explosive as well as inflammable. A single spark is 
enough to cause a conflagration. Two young people 
have recently been burnt through wearing mufflers 
made of silk which had not been denitrified. When 
damages were asked for the Courts acquitted the 
manufacturers on the ground that the accidents had 
not been foreseen. 


Immunisation of the Newborn against Tetanus. 
Prof. Roux has communicated to the Académie des 
Sciences the results of tests made by Nattan-Larrier, 
Ramon, and Grasset. These tests show that newborn 
infants may be immunised against tetanus by means 
of the anatoxin, analogous to diphtheritic anatoxin, 
worked out by Ramon. Immunity may also be 


conferred before birth by giving injections of anatoxin 
to the prospective mother. 
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In consequence of a report by the Minister of 
Agriculture, the price of bread in Paris will be lowered 
by several sous per kilo. An inexplicable rise in the 
price of milk has been proved unlawful, and the dairy 
associations responsible for the advance will be 
prosecuted. 


Dr. Ménard, radiological chief at the H6pital 
Cochin, died on August 7th after a long struggle 
against the effects of X rays. His right hand had to 
be amputated in 1908, his face was attacked in 1917, 
and his left eye removed in 1925. Notwithstanding 
these grave complications, Ménard continued to work 
valiantly to the last. Gaston Danne, director of the 
radiological laboratory at Gif, who has made important 
inventions of radium tubes, electrometers, electro- 
scopes,and other apparatus, has also joined the ranks 
of those whose devotion to radiology has rewarded 
them so sadly. Both these victims to their duty 
have been cited to the Order of the Nation. 


Madame Curie, who left France about the middle of 
July, is delivering a series of lectures in Brazil on 
radium. 

The fiftieth anniversary of the Société de Médecine 
Publique will be celebrated during the latter half of 
October, 1927, in connexion with the Fourteenth 
French Congress on Hygiene. Prof. T. Madsen, of 
Copenhagen, will deliver the principal address. 
Particulars may be had from Dr. Dujarric de la 
Riviére, Institut Pasteur, 25 rue Dutot, Paris. 


The Office National des Recherches et Inventions 
is opening a competition for devices to remove from 
the air solid particles derived from smoke, dust, and 
gas combustion. Inventors who propose to compete 
should enter their names before Oct. Ist. Satis- 
factory tests are required, and should be completed 
by Jan. Ist, 1927; the official tests will not begin 
before July Ist, 1927. 

A post-graduate course in Gastro-intestinal Diseases 
will be held at the Hétel Dieu, Paris, from Sept. 13th 
to 27th. For details apply to the Secrétariat, Faculté 
de Médecine, 12 rue de l’Ecole de Médecine. 





IRELAND. 


(FROM OUR OWN CORRESPONDENT. ) 


Census of the Irish Free State. 


THE preliminary report on the Census of the Irish 
Free State, which was taken on the night of April 18th— 


19th last, has recently been published, and will 
disappoint those who hoped to see some check to 
the depopulation of Ireland which has now been 
progressive since 1841. Two facts emerge as charac- 
teristic of the movement of population in Ireland as 
a whole—namely, the decrease of population, and the 
increase of the larger towns. Since 1911, the last 
census year, the population of Ireland has decreased 
from 4,390,219 to 4,229,124—a decrease of 161,095, 
or 3:7 per cent. This decrease is the balance of a 
decrease of 5-3 per cent. in the area of the Irish Free 
State, and an increase of 0-5 per cent. in the area of 
Northern Ireland. The increase in Northern Ireland 
is symbolic of the increase in the population of the 
larger towns coincident with a decrease in the rural 
areas. The density of population in the Free State 
is less than half that in Northern Ireland—112 and 240 
persons to the square mile respectively. The density 
in England and Wales is 649 and in Scotland 161. No 
less than 63-2 per cent. of the population of the Free 
State live in ‘“‘ country districts,’ that is to say, 
outside towns or villages of 200 or more inhabitants. 
The progressive depopulation of the country districts 
as compared with the growth of Dublin and its 
suburbs is shown by the following figures. Since 
1841 the ‘country districts’’ (as defined above) 
have lost 64-4 per cent. of their population: villages 
of from 200 to 500 inhabitants have lost 49-1 per cent. ; 
towns of 500 to 2000, 43 per cent.; of 2300 to 5000, 





33:3 per cent.; of 5000 to 10,000, 25 per cent. ; 
towns over 10,000 (other than the metropolitan area), 
13 per cent.; while Dublin and the four adjoining 
suburban districts have gained 47 per cent. The 
emigration rate, which had been decreasing gradually 
from 1881 to 1911, now shows a slight rise, being 
8-8 per 1000 persons per year as against 8-2 for the 
years 1901-11. The birth-rate and the death-rate 
both continue to decline. The birth-rate is now 
21-1 per 1000 persons, and the death-rate 16 per 1000. 

In a table of 24 European countries Ireland shows 
by far the highest proportion of its natives living 
overseas. Thus the Irish living overseas bear to 
those at home the proportion of 30-5 per cent. Nearest 
to this comes Norway with 14-8 per cent., and then 
Scotland with 14-1 per cent. These percentages do 
not take account of intro-European migration. Since 
1871 there has been a steady decline in the ratio of 
females to males in Ireland, the ratio at present being 
999 to 1000. The figure is lowest in the most rural 
areas, in the three counties of Ulster which are in the 
Free State being as low as 939, and in Connaught 944. 
On the other hand, in Northern Ireland there are 
1066 females to each 1000 males. 


Centenary of the Coombe Hospital. 

The Coombe Maternity Hospital, Dublin, was 
founded in 1826, and therefore is now completing its 
hundredth year. An interesting celebration has been 
arranged and will be held from Sept. 14th to 17th. 
Several famous obstetricians and gynecologists have 
been invited to visit Dublin, and the forenoon of each 
day will be devoted to the discussion of some subject 
of obstetric or gynecological interest. Sir William J. 
Smyly, a past Master of the Rotunda Hospital, will 
preside at the meetings. A discussion on Obstetrical 
Teaching in Sweden will be opened by Prof. Essen 
Moller, of Lund, and one on Eclampsia by Prof. 
Hinselmann, of Altona. <A large number of other 
papers will be read, and among those taking part 
will be Prof. Couvelaire and Prof. Faure (Paris), 
Prof. Munro Kerr (Glasgow), Mr. Eardley Holland 
(London), Prof. Werner (Vienna), Mr. A. Donald 
(Manchester), Prof. R. W. Johnstone (Edinburgh), 
and Prof. B. Whitehouse (Birmingham), The 
afternoons and evenings will be occupied with various 
social functions, the opening ceremony being an 
evening reception in the Royal College of Surgeons, 
given by the governors of the Coombe Hospital, and 
the closing function a garden party at the Royal 
Zoological Society. 


WOMEN’S MEDICAL SERVICE FOR INDIA. 


AMONG careers open to medical women abroad the 
Women’s Medical Service for India deserves honour- 
able mention. This service is open to fully 
qualified medical women of British or Indian 
nationality, and with the present amount of Govern- 
ment subsidy the number of medical officers is 
limited to 44. Medical women proceeding to India 
to join the Women’s Medical Service receive a 
sufficient sum for a first-class passage to India. On 
landing they are posted to one of the larger women’s 
hospitals to gain Indian experience and to learn the 
language. During this period (from six months to two 
years) private practice is not allowed. For a further 
period they are appointed to act temporarily for 
medical women on furlough, during which time 
private practice is allowed. They are then definitely 
appointed to the charge of hospitals. Private prac- 
tice is always allowed after the first two years, pro- 
vided it does not interfere with official duties. The 
only exception is in administrative or educational 
posts, when an allowance in lieu of practice is given. 
The amount obtained from practice varies according 
to the station, but in most cases it forms a fair addition 
to the salary, varying from £150 to £1000 a year. 

Excellent opportunities for surgery—especially 
gynzcological—are found in the Women’s Medical 
Service. To those who are not keen surgeons oppor- 
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tunities are likely to open in the future in connexion 
with maternity and child welfare; medical women 
with administrative ability are also needed for the 
inspection of women’s hospitals and other medical 
institutions. 

Rates of pay are as follows :— 


Overseas Salary English 

se 4 allowance per equivalent* 

of 86 wea per mensem. mensem, per annum, 
lto3 cose ORS ooee Re.450 ct we £440 
4to6 ones 2 wee Rs.500 cap £480 
7to9 eec5e ~ ices Rs.550 pace £520 
Se teds 2... - was Rs.600 rr £560 
13 to 15 .... Rs.150 even Rs.650 ishe £600 
SOO SS cscs of came Rs.700 owas £640 
eee os Lee Rs.750 “or £680 
33 to 34 .... s baer %s. 800 err £720 
over 24 1... Rs.850 eves £760 


* At rupee value ls, 4d. 


Furnished quarters are provided, representing an 
additional Rs.150 per mensem. 

The cost of living in India is much higher than 
formerly, but it should be possible for a medical 
woman (with house provided) to meet actual household 
expenses for about Rs.200 per mensem, leaving the 
remainder of her salary for dress and personal expenses. 
To this must be added the necessary saving to meet 
additional expense for furlough and leave spent in 
the hills. 

One month’s privilege leave on full pay is granted 
each year. Furlough on half-pay at the rate of two 
months for every year of service is granted after every 
three years. Study-leave on two-thirds pay is granted 
to the extent of 12 months in the total service. There 
is a provident fund to which members of the service 
contribute 10 per cent. of their pay. The service 
contributes another 10 per cent. which accumulates at 
interest and is repaid on retirement. 

Admission to the service is made by selection. Can- 
didates in the United Kingdom should apply to the 
Hon. Secretary, United Kingdom Branch of the 
Countess of Dufferin’s Fund, care of Major-General 
J. B. Smith, India Office, Whitehall, London. 





MEDICINE AND THE LAW. 


Coroner's Duties under the Petroleum Act. 

IN the case of death from certain kinds of accidents 
a coroner is obliged by statute to adjourn the inquest 
unless a departmental representative is present to 
watch the proceedings. Parliament made provision of 
this nature in the Metalliferous Mines Regulation Act 
of 1872, the Explosives Act of 1875, and the Coal 
Mines Act of 1911. The relevant part of the Explosives 
Act (Section 65) has now been applied with verbal 
alterations to deaths from accidents due to petroleum 
spirit, being re-enacted for this purpose as part of the 
Third Schedule to the new Petroleum Act which 
received the Royal Assent on August 4th last. The 
coroner may, before adjourning, take evidence of 
identification and order interment of the body. If 
the accident has not involved the death of more than 
one person, and if the coroner has given the Home 
Office 48 hours’ notice of the time and place of holding 
the inquest, he need not adjourn the proceedings if 
the majority of the jury think adjournment unneces- 
sary. If no representative of the Home Office is 
present, and if there is evidence that the accident was 
caused by neglect or by a defect in connexion with 
premises licensed under the Petroleum Act, or any 
carriage, ship, or boat in which petroleum spirit 
has been carried, the coroner must send the Home 
Office a written note of the neglect or defect. Inspectors 
or persons employed by the Home Office are to have 
liberty to examine witnesses, subject to the orders of 
the coroner upon points of law. 

A Death from Tetanus. 

Two boys were playing with a pistol at Leeds; they 
had a blank cartridge and some pellets; one of the 
boys let the trigger slip and three pellets entered the 
palm of his hand. They then threw the pistol away 





and the injured boy told his parents he had split his 
hand by falling on astone. Two pellets were extracted 
by the boy’s friends, but one remained in the hand. 
The boy became ill, was removed to the Leeds 
Infirmary, and died of lockjaw. The other boy, who 
was 15 years of age, was condemned by the coroner 
for having kept silence as to the cause of the accident. 
‘* For a boy of your age to stand by and see a friend 
of yours die, when by telling the truth you might have 
saved his life, is appalling, and you deserve all the 
bad things that can be said against you.’’ Coroners 
are seldom accurately reported, and in any case these 
remarks of the Leeds City Coroner presumably referred 
more to the moral than the medical aspects of the case. 
Tetanus would not be suspected from the fact that 
the injury was due to a pistol shot ; in fact, the false 
story of the fall upon a dirty stone would have been 
more likely to suggest tetanus infection. 

Dangerous Drugs: Withdrawal of Authorisation, 

The Home Secretary gives notice that he has 
withdrawn from Mr. John Symington Stewart, M.B., 
Ch.B., of 252, Morrison-street, Edinburgh, the 
authorisations granted by the Regulations made 
under the Dangerous Drugs Act, 1920, to duly quali- 
fied medical practitioners to be in possession of and 
supply raw opium and drugs to which Part III. of 
the Act of 1920 applies, ana has also directed that the 
exception in Regulation 4 of the Dangerous Drugs 
Regulations, 1921, which permits dangerous drugs 
to be supplied on a prescription given by a duly 
qualified medical practitioner, shall not apply in 
respect of prescriptions given by Dr. Stewart. Any 
person supplying him with raw opium or any of the 
drugs to which Part III. of the Act applies, and 
any person supplying the drugs on a _ prescription 
signed by Dr. Stewart will be committing an offence 
against the Act. 





INFECTIOUS DISEASE IN ENGLAND AND WALES 
DURING THE WEEK ENDED AUGUST 2Ist, 1926. 
Notifications.—-The following cases of infectious disease 

were notified during the week :—Small-pox, 62 (last week 74); 

scarlet fever, 1163; diphtheria, 711; enteric fever, 54; 

pneumonia, 356 ; puerperal fever, 46; cerebro-spinal fever, 

8; acute poliomyelitis, 47; acute polio-encephalitis, 6 ; 

encephalitis lethargica, 3‘); continued fever, 2; dysentery, 

10; ophthalmia neonatorum, 114. There were no cases of 

cholera, plague, or typhus fever notified during the week. 
The notifications of acute poliomyelitis, which have been 

increasing in number steadily for several weeks, were 
received from all parts of the country. Three were notilied 

from the County of London, 4 from Chester (Crewe 2, 

Nantwich 1, Winsford 1), 1 from Devon, 6 from Essex 

(Grays Thurrock 5, Ilford 1), 6 from Kent (Gillingham 1, 

Queenborough 2, Sheerness 3), 6 from Lancaster (Black- 

pool 1, Manchester 1, Southport 1, Lancaster 2, Stretford 1), 

6 from Leicester (Leicester 2, Barrow-upon-Soar 3, Hinckley 

1), 5 from Middlesex (Edmonton 1, Enfield 2, Hornsey 1, 

Willesden 1), 1 from Nottingham (Nottingham), 2 from 

Southampton (Portsmouth 1, Southampton 1), 2 from 

Stafford (Burton-upon-Trent 1, Stafford R.D. 1), 1 from 

Warwick (Birmingham), 1 from Yorks West Riding (Ripon 

R.D.), 3 from Glamorgan (Cardiff 1, Porthcawl 1, Rhondda 1). 
Deaths.—In the aggregate of great towns, including 

London, there were no deaths from small-pox, none from 

enteric fever, 12 (0) from measles, 6 (1) from scarlet fever, 

22 (2) from whooping-cough, 28 (10) from diphtheria, 

100 (18) from diarrhoea and enteritis under two vears of 

age, and 16 (3) from influenza. The returns for diarrhoa 

and enteritis show a rise of 15 for the great towns and a 

drop of 1 for London, compared with the figures of the 

previous week. The figures in parentheses are those for 

London itself. 


INTERNATIONAL PosT-GRADUATE MEDICAL COURSE 
IN Berwtrn.—Courses organised jointly by the medical 
faculty of the Berlin University, the Kaiserin Friedrich- 
Stiftung fiir das Aerztliche Fortbildungswesen, and the 
assembly of academic lecturers will be held in Berlin 
from Oct. 4th to 30th. They will include a course of 
instruction covering the advance of medicine as a whole 
with special regard to recent therapeutics; a course in 
urology; and a course devoted to special departments 
of medicine. Further information may be obtained from 
Kaiserin Friedrich-Haus, Luisenplatz 2-4, Berlin, N.W. 6. 
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Public Health Serbices. 


INCAPACITY FOR WoRK IN AN INDUSTRIAL CRISIS. 
THE growing distress among all classes of the 
working community in the coal-fields has given rise 
to some difficult problems in the assignment of relief. 
A few weeks ago the Ministry of Health issued a 
memorandum to guide insurance practitioners in 
interpreting the term ‘‘ incapable of work,’’ on which 
health benefit depends. The fact of an insured 
person being unable on account of his health to 
follow his ordinary occupation is not in itself suffi- 
cient to render him “ incapable of work ’’ within the 
meaning of the Acts, yet he would properly be so 
regarded if he has early prospect of resuming his 
former work. This fairly simple proposition becomes 
vastly complicated when, as now, opportunity to 
resume former work is indefinitely delayed ; accord- 
ing to the Ministry situations may then arise in 
which an insured person should not be certified as 
‘*incapable of work ”’ unless, in the doctor’s opinion, 
he is physically unable to perform any other suitable 
kind of remunerative work. Much turns on this fine 
distinction, for boards of guardians are entitled to 
refuse payment of out-relief to single men concerned 
in the coal stoppage, unless they are so reduced by 
privation as to be physically incapable of work. In 


a Northumbrian area, where the guardians of the 
poor are themselves in financial straits, three of the 
relieving ofticers stated that they could only bring 
themselves within the limits of the law in the relief 
of single men by asking them to produce medical 
certificates proving ** physical inability to work through 


destitution.’’ Inthis case the guardians seem to have 
shifted their responsibility upon the relieving officers, 
who in their turn attempted to pass on the onus of 
decision to the insurance practitioners. <A later 
report states that for thus delegating their respon- 
sibility the relieving officers were suspended— leaving 
unsolved the problem presented for solution. _ It 
must be admitted that the claim of insured persons 
to sickness benefit or relief, based upon certain Acts 
of Parliament, is interpreted by different authorities 
in different ways. The duty of turning down an 
application for relief is essentially unpopular, with 
the natural result that the task is relegated whenever 
possible to the medical man. In the absence of 
prescribed criteria every practitioner has to set his 
own standard of fitness for the healthy labourer, his 
judgment being tinged to a greater or smaller extent 
by humanity. Obviously the onus of decision must 
not be laid on professional persons. <A certificate of 
disability given by a practitioner conscientiously 
after due examination embodies no more than his 
considered opinion on the medical evidence, and this 
must be taken in conjunction with all the cireum- 
stances of the case on which lay opinion is apposite. 
The professional man should be assessor, not arbiter. 
Physical fitness is notoriously difficult to define. 
The factors are numerous and varied, and the standard 
is at best a rough average, for fit men vary widely in 
physique and endurance. The base-line must also 
be adjusted for the particular occupation. The miner 
requires more than an average physique for his 
arduous work, and his physique is quickly affected 
by restricted diet. If the sole responsibility for 
decision is to be put on the insurance practitioner 
provision should at least be made for special investi- 
gation, such as determination of the applicant's basal 
metabolism. The ergometer is already used in many 
pits to determine the fitness of men for work at the 
coal face in order to safeguard the employer. It 
would be logical to adopt similar means in the interest 
of the men to determine their legal title to sick benefit 
or relief. 





PORT SANITARY AUTHORITIES. 

Dr. W. Allen Daley reports for the first time in 
1925 to the Hull and Goole Port Sanitary Authority, 
which supervises 235 acres of docks visited during 
the year by 9083 vessels. A bacteriological laboratory 
has now been fitted up for the assistant medical 
officer to examine water from ships and rats suspected 
of plague. If a ship reports sickness or comes from 
an infected port, she is boarded by the medical 
officer as she enters dock; infectious cases are then 
removed to the City Hospital, Hull, or to the Isolation 
Hospital, Goole, the shipmaster guaranteeing a pay- 
ment of 7s. 6d. per day. One ship that arrived had 
lost a man from plague two months before at Layos ; 
the ship had been fumigated then and there, and at 
Hull 164 rats were trapped, of which 52 were examined, 
but none was found infected and no fresh human case 
appeared. Another ship reported on arrival a death 
from yellow fever three weeks earlier, also at Lagos: 
she was fumigated (no rats were killed) and no other 
case developed. From the same ship seven cases of 
malaria, one of them the ship’s surgeon, were removed 
to the City Hospital, all being discharged in ten days. 
Two cases of typhoid were removed from a ship from 
the West Indies; both recovered. Another ship 
mentioned had sent seven cases to hospital abroad ; 
so typhoid is still a menace at sea. Seven cases of 
pulmonary tuberculosis were sent to hospitals, two 
being passengers. Of the cases of illness reported on 
arrival, one-third (45) were cases of venereal disease, 
16 were malarial, and 10 were acute bronchitis. 
The disinfecting station has a shelter attached in 
which crews can be accommodated during fumigation 
of their ships. Rats trapped in ships numbered 
5286, 5239 of them black, only 47 brown, an average 
of 25 per ship; rats killed in the fumigation of ships 
averaged seven, but most fumigations were blank. 
The total of rats destroyed on ships and about the 
port was 12,740; of the 698 examined none was 
plague-infected. There are venereal disease clinics 
at Hull Royal Infirmary and at Bartholomew 
Hospital, Goole, and the place and hours of the 
clinics are notified to shipmasters and patients in 
nine-language leaflets. Samples of drinking water 
were taken from 28 ships, and seven showed colon 
bacillus; those vessels were told to clean and 
cement-wash their tanks, and the tanks were inspected 
before fresh water was given them, The water 
barges of the port are inspected daily. Considerable 
quantities of imported food were condemned—of 
potatoes, 100 tons, onions 350, plums 50; all con- 
demned vegetables were sent to the destructor: 
the animal food found unfit, including 419 bags of 
mussels, was made into manure. Shell-fish come 
mostly from the Zuider Zee (which is not as deep as 
a popular song asserts) and are officially certified to 
have been gathered from water free from sewage 
pollution. Difficulty has been found in securing that 
railwaymen who handle fresh meat should wear 
washable caps and overalls, in accordance with the 
new regulations. Insanitary defects were found in 
7 per cent. of the English ships inspected, but in only 
5 per cent. of the total of 8134 vessels. Water-closets 
were choked on 169 ships, side ports defective on 159, 
decks overhead leaking on 188, fresh water tanks 
dirty on 157, stoves and their fittings were defective 
on 145. Only 3702 beds were destroyed, fewer than 
in the preceding year. Galley refuse on deck caused 
nuisance on 176 ships. In accordance with the 
United States Quarantine Regulations, 28 ships were 
fumigated with sulphur, and, complying with another 
U.S. Order, six lighters were disinfected for the 
transport of cattle feeding stuffs from mills to vessels 
for shipment to the United States (an export of some 
£800,000 in this year). Of 7843 aliens who arrived. 
5924 were transmigrants, of whom 46, verminous, 
were cleansed, and 217 certified suffering from 
trachoma, favus, or other infections. The remainder, 
non-transmigrants, seem to have all been quite fit. 

Dr. W. F. Dearden, in his twentieth annual report 
to the Manchester Port Sanitary Authority, mentions 


as 
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that there was in 1925 no case of cholera, plague, or 
yellow fever ; two cases of malaria and six of chicken- 
pox were treated on board ship; two cases of 
pneumonia and one of whooping-cough were treated 
on board canal boats. As to rat destruction, 2240 rats 
were destroyed on board ships, 3116 ashore; none 
was found plague-infected. Twenty-five ships were 
fumigated with sulphur, an average of 23 rats being 
killed on each. Of meat from abroad, 7} tons were 
condemned and seized; also 245 tons of vegetable 
food. Amongst the 2069 vessels inspected, 582 (28 per 
cent.) had sanitary defects; there were nearly twice 
as many 20 years ago. The defects of 351 ships were 
remedied before they sailed. Of foreign-going 
steamers, 24 per cent. had sanitary defects; of 
coasting steamers, 30 per cent. The chief complaints 
were that fo’c’s’les wanted cleaning and painting (131), 
that portlights were broken and defective (108), 
leakages on to the decks (40), water standing in the 
quarters (23), defects in water-closets (54), in the 
heating apparatus (49), and in the water tanks (23). 
Of canal boats, there are 811 under supervision ; 
70 had leakages into the cabins, of 66 the cabins were 
dilapidated and required repair, 41 required painting, 
while 32 had defective water casks, and 32 were 
overcrowded. 


MENTAL HOSPITAL REPORTS. 


THE Carmarthen, Cardigan, and Pembroke Joint 
Counties Mental Hospital at Carmarthen had 640 
patients in residence on March 3st, 1926, this 
number being 47 in excess of the estimated bed-space. 
The death-rate was 7:7 per cent., the cause being 
verified by post-mortem in only 10 per cent. of the 
cases. Influenza was prevalent in the spring and 
there were 12 cases of enteritis. A wireless apparatus 
has been installed. It is evident that the care and 
treatment of the patients is being carried on under 
peculiar difficulties in this hospital. Improvements 
have been made during the year in the kitchen equip- 
ment, which will now provide much needed variations 
in the dietary scale, but the visiting commissioners 
were dissatisfied with the meals they saw served, as 
they were with the arrangements for producing milk 
on the farm. The building is old and inadequately 
lit. The committee have under consideration the 
appointment of a dental surgeon, a measure which is 
of great importance and{by now almost universal. 


The Down County Mental Hospital, Downpatrick, 
had 727 patients on Dec. 31st, 1925, and, unlike the 


majority of institutions in this country, had 73 
vacancies, partly nullified by the use of certain wards 
for the nursing staff. The recovery-rate was 43-6 per 
cent., a slig t increase on last year. The death-rate 
reached 5-9 per cent., the lowest figure on record for 
this hospital. There was no zymotic disease. Post- 
mortem examinations were made in 13 out of the 
37 cases; 60 per cent. of the patients are usefully 
employed, over 100 on the farm, which made the 
satisfactory profit of £730 in the year. In the shoe- 
maker’s shop is made all the footwear for the institu- 
tion (103 men and 42 women take exercise outside 
the grounds). The visiting dentist treated 372 patients 
and a consultant oculist attended when required. 
The medical superintendent draws attention to the 
large proportion of mental derangements that arise 
outside the brain; every attention is here paid to 
disorders of the body. Twenty-nine nurses hold their 
certificate and over 40 more are working for it. The 
report is illustrated as usual by a number of excellent 
photographs. We note the change of name from 
** Down District Lunatic Asylum.”’ 


The Dorset Mental Hospital housed 874 patients on 
March 31st and has ample accommodation for men, 
but there is shortage of female beds and of rooms for 
the nurses. The death-rate was 5-5 per cent., a 
remarkably low figure, which may be partly due to 
the small number of admissions from general paralysis 
and epilepsy compared with other hospitals. There 
were three cases of dysentery and one of typhoid fever. 








The recovery-rate was 31-3 per cent. Of the 100 cases 
discharged half were let out on trial and 20 were 
helped financially on discharge. Nearly 100 cases 
are allowed parole and five wards are administered on 
the open door system. A four-valve wireless set 
has been installed and an operating theatre has been 
equipped. There is also a new fire station and fire 
alarm system, a bathroom with continuous bath, and 
a modern telephone equipment. The committee are 
considering the appointment of an occupation 
instructor. In the laboratory the prevention and 
control of typhoid is being investigated, as there are 
six carriers in the hospital. Thirty-one nurses hold 
their full certificate and 40 more have passed the 
preliminary examination. An out-patient clinic is 
held at the Dorset County Hospital weekly and does 
valuable work. 


The Staffordshire Mental Hospitals Board have three 
hospitals. At Stafford there are 961 inmates, which 
means that the work is handicapped by crowding, 
as also by the absence of verandahs, a convalescent 
villa, and isolation blocks for tuberculosis. The 
death-rate was 6-4 and a post-mortem examination 
was held whenever permission was given for it (58 per 
cent.). There was a recovery-rate of 39 per cent. 
The medical superintendent notes that alcoholism is 
not now nearly so potent an etiological factor as it 
used to be. Electric light and a wireless set have been 
installed and arrangements made for a mercury lamp 
for ultra-violet light treatment. Twenty patients were 
allowed out on trial, but no money grant was made. 
Parole within the estate is allowed to 13 patients. 
Only 16 nurses hold the M.P.A. certificate. At 
Burntwood there are 914 patients. The death-rate 
was 7-9 per cent. ; post-mortem examinations were held 
in 90 per cent. of cases. There were three cases of 
rubella during the year, but no dysentery and only a 
little influenza. The hospital is crowded on the male 
side, and the committee propose to erect an admission 
hospital and a convalescent villa when they can afford 
them. An attempt to relieve congestion by trans- 
ferring quiet chronic cases to the care of the guardians 
was not successful, as the boards refused to accept 
the cases. Twenty-seven patients have been dis- 
charged on trial and a weekly allowance is now given ; 
20 cases have parole in the grounds and 14 beyond. 
The dental room has been remodelled and is used for 
operations. Two cases of general paralysis have been 
treated by malaria and have benefited. In the 
pathological laboratory the relation between acidosis 
and epilepsy has been investigated. Fifteen male 
nurses, but no females, have the M.P.A. certificate. 
At Cheddleton there are 1123 cases and the hospital 
is full. Not only is there need for more mental beds, 
but the medical superintendent: estimates that a 
colony providing for 1500 mental deficients would not 
be too large for the requirements of the area. There 
are nearly 100 of these children in Cheddleton ; 
an orthopedic consultant attends weekly and a 
trained masseuse has begun’ work on muscle re-educa- 
tion, but, as the superintendent remarks, it is 
‘** desperately slow work.’’ Satisfactory results have 
followed the treatment in several cases. A travelling 
organiser of the National Association for Mental 
Welfare spent a month working out a time-table 
suited to the mentality of the children, but there is 
great difficulty in getting nurses with sufficient patience 
and devotion to teach the low-grade classes. Plans 
have been submitted for a children’s block, as their 
health is unsatisfactory in wards without verandahs. 
Among the adult patients there were several cases 
of influenza and of dysentery, but no carrier was 
found. The death-rate was 9-2 per cent. Eight 
general paralytics have been treated by induced 
malaria; two have improved and one man has been 
back at work for five months. A cinema room and 
second laboratory are nearly completed. Eurhythmic 
dancing and Swedish drill classes have been started 
and an electric installation provided for diagnosis and 
treatment. Plaster has been used instead of splints 
for fractures, and endocrine gland products are being 
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given hypodermically in suitable cases. 
nurses hold the certificate of the M.P.A. 

The East Sussex County Mental Hospital at Hellingly 
had 1183 patients in residence on March 3lst, an 
increase of 13 on the previous year, although the 
admissions were reduced by 19. The overcrowding 
will be lessened when the new verandahs and additions 
to the nurses’ home are completed. Like Staffordshire, 
Sussex has tried to persuade boards of guardians to 
accept aged chronic patients in workhouses ; a number 
of males will probably be accommodated in this way, 
but no offer to take females has so far been received. 
The general health has been good; there was some 
influenza, and two nurses and two patients had 
scarlet fever, but there was no dysentery. The death- 
rate was 9-7 per cent. for males and 7-9 per cent. for 
females. A large number of successful operations 
were performed, and the visiting surgeon has attended 
in consultation. The dentist held 50 sessions with 652 
attendances. All new patients are seen by him as soon 
as they are fit. There was a recovery-rate of 31-8 per 
cent. for males and 36-9 per cent. for females; the 
prognosis of 44 per cent. of the cases admitted was 
unfavourable, this number including many senile 
patients, ten epileptics, and ten general paralytics. 
Sixty of the 132 patients discharged were sent out 
on trial, and 26 of them were given an allowance. 
One hundred patients have parole. Unlike the 
Stafford Hospital, Hellingly finds an increase this 
year in cases where alcohol was an exciting factor, 
the figures being 27 per cent. in men and 9 per cent. 
in women. All new cases are tested for the Wasser- 
mann reaction and 13 general paralytics were treated 
during the year by induced malaria. Five were 
discharged much improved and appear to be keeping 
well. The medical superintendent considers that the 
results fully justify the treatment, although the 
Wassermann reaction of blood and cerebro-spinal fluid 
has remained positive. In future it is proposed to 
employ antisyphilitic treatment as well as malaria. 
operating theatre and nurses’ 


Thirty-four 


A well-equipped 
infirmary were added towards the end of the year. 


The diet has been improved. About half the male 
patients and 46 per cent. of the women are usefully 
employed, and the appointment of an occupation 
officer has been discussed. The medical superintendent, 
while admitting the value of such an official, agrees 
with the Leicester superintendent in observing that 
‘‘the persons most likely to influence the patients 
are the nurses ., . . and every endeavour should be 
made to encourage the nurses to take a personal 
interest.’”” The ophthalmic surgeon saw 308 cases 
during the year, mostly for fitting with glasses. The 
pathologist, in addition to routine work and 50 autop- 
sies, investigated the question of dysentery and carriers 
and found that the cases in the hospital were nearly 
always due to B. aertrycke or the Salmonella group. 
The blood calcium was estimated and found to be 
normal in all cases examined. A series of estimations 
of blood cholesterin suggest a hypocholesterinemia 
in dementia precox patients. The nurses have gained 
excellent results in their examinations, but there is 
still great difficulty in getting enough women for the 
work, This institution constitutes a good example 
of what a modern mental hospital can be. The 
Princess Alice Hospital out-patient clinic at East- 
bourne is attended by the medical superintendent, 
but still has the handicap of being without beds. 


Post-GRADUATE COURSES IN VIENNA.—Every year 
the Medical Faculty of the University of Vienna has arranged 
courses of lectures in German on all branches of medicine 
with a view to giving qualified doctors an opportunity of 
keeping in touch with the latest developments of medical 
science. In addition to these courses, four times a year, 
international post-graduate courses will be held in February, 
June, September, and November, and are particularly 
intended for visitors from abroad. Particulars of the 
courses to be held in the academic year 1926-27 are 
available in the form of a pamphlet which can be obtained 
gratis from the secretary of the Post-Graduate Medical 
Courses, Schlosselgasse 32, Vienna VIII. Advice as to 
lodgings will also be given on application. 





Correspondence. 


“ Audi alteram partem.” 


NOMENCLATURE OF ABNORMAL 
HAMORRHAGE. 
To the Editor of THE LANCET. 


Srr,—I notice in your account of the discussion on 
the ‘‘ Causes and Treatment of Uterine Hamorrhage 
without Gross Physical Signs” in the Section of 
Obstetrics and Gynwxcology at the British Medical 
Association meeting (THE LANCET, August 3lst, 
pp. 382 et seq.), and in a leading article in the same 
issue, that attention is called to the terms proposed 
for use in descriptions of disorders of the menstrual 
flow, and to aphysiological uterine bleeding. As a 
teacher, especially, this is a matter to which I have 
given much thought, for students are readily confused 
by terms that are not absolutely clear. For years I 
have held that our special subject requires going over 
with a tooth-comb in regard to words so much abused 
as *‘ endometritis,’’ and with an axe for the abolition 
of meaningless terms like ‘* metrorrhagia.”’ 

In the discussion in question, my friend, Prof, 
Beckwith Whitehouse, propounded the terms * epi- 
menorrhcea,’”” ‘* menostaxis,’’ ‘‘ menorrhagia,’’ and 
““metrostaxis ”’ to cover the requirements of descrip- 
tion in respect of various abnormal] uterine hamor- 
rhages—namely, too frequent, too prolonged, and too 
profuse menstrual bleeding, and aphysiological 
hemorrhages respectively. During the discussion 
the President of the Section ‘‘ welcomed the new 
terms ”’ (italics mine), and in your leading article the 
writer approves of ‘‘the terms proposed by Prof. 
Beckwith Whitehouse.” 

I am sure it has been merely an oversight on the 
parts of all these gentlemen that ten years ago (Eden 
and Lockyer’s ‘‘ New System of Gynecology ’’) and 
in the 1919, and if not in an earlier, edition of my 
own ‘Principles of Gynecology,’ I introduced 
and explained the terms ‘ epimenorrhcea ’’ and 
‘epimenorrhagia.”’ I see no reference is made to 
‘epimenorrhagia.”’ Further, I stated that the word 
metrorrhagia should be abolished, for it was non- 
sensical and was used to describe various types of 
uterine bleeding by different persons. I employed the 
old term ** menorrhagia ”’ to include too profuse and 
too prolonged menstrual bleeding. This is what the 
word means; moreover, the two phenomena are 
usually associated. ‘‘ Menostaxis ’’—used in America, 
I believe, but 1 am away from home and all references 
—is a very poor and ill-defined word; it is quite 
unnecessary so long as we use menorrhagia in its 
proper sense, and it is likely to be confused by students 
with ‘* metrostaxis.”’ I sincerely hope no attempt 
will be made to perpetuate this terminological anomaly. 

Lastly, I advised the use of the word metrostaxis 
—also an old term never properly defined—in the 
sense in which, so far as I can judge, it is advocated by 
Prof. Whitehouse, except that I should have spoken 
of uterine ‘‘ hemorrhages independent of menstrua- 
tion’ rather than of the ‘‘ menstrual cycle.’ I am 
afraid Prof. Fletcher Shaw missed the whole point of 
this term. However, I do not wish to go over the old 
ground in relation to the pathology of the various 
conditions. It has so often been done already. 

It follows, then, that the only “‘ new *’ term proposed 
is one introduced by myself ten years ago, and con- 
stantly advocated and taught since that time. Like- 
wise, with the exception of ‘‘ menostaxis,”’ which 
should be discarded, the other terms were pro- 
pounded ” certainly very clearly by myself, and 
possibly by others, also in the distant past, and in a 
similar manner to that now welcomed as new. Still. 
all this is as nothing in comparison with the importance 
of the proper words being used in a uniform and 
correct sense. I trust that the publicity you have 
given to the matter will ensure this. 

I am, Sir, yours faithfully, 

Liverpool, August 26th, 1926. W. BLarr 


UTERINE 


BELL, 
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THE TREATMENT OF MENORRHAGIA. 
To the Editor of Tue LANCET. 


Str,—In the recent discussion at the British 
Medical Association, and in your leading article of 
August 21st, it is surprising to find no mention of the 
method of intra-uterine ionisation for the treatment 
of obstinate menorrhagia. Electrotherapists have 
long known of its efficacy, even in cases which have 
resisted every other method by drugs and endocrine 
preparations, and even curetting. In 1917 the late 
Dr. Samuel Sloan drew attention to the fact that 
copper ionisation cured almost every case of menor- 
rhagia, except that arising from fibroids. Over 
20 years ago Dr. A. E. Zimmern, of the Salpétri¢re, 
published a large book on the subject, giving minute 
details of many cases of every type. Dr. Zimmern 
described his method and showed his instruments in 
London in January, 1922, at a meeting! of the Electro- 
Therapeutic Section of the Royal Society of 
Medicine. His good results were confirmed by the 
experiences of several of the English electrothera- 
pists present at the meeting. In the Practitioner 
of July, 1921, I described fully the case of a young 
girl of 23 who was sent to me for ionisation as 
a last resort by the gynecologist who had already 
twice curetted her. It may be objected that intra- 
uterine ionisation is difficult to employ in virgins, but 
its use is not more complicated than the introduction 
of radium, and has at least the great advantage that 
it can never cause sterilisation. 

I am, Sir, yours faithfully, 
AGNES SAVILL. 

Devonshire-place, W., August 27th, 1926. 


THE TECHNIQUE OF BLOOD TRANSFUSION. 
To the Editor of THe LANCET. 

Sir,—In the course of his article on this subject 
in your issue of August 21st Dr. P. C. Gibson is good 
enough to refer in favourable terms to the apparatus 
described by me in 1920. He claims, however, now 
to have introduced various improvements into the 
apparatus. I may be allowed, perhaps, to express a 
doubt as to whether Dr. Gibson’s additions really are 
improvements. I should view them as unnecessary 
complications which will in no way render blood 
transfusion easier of performance, but rather the 
reverse. 

The defects in my original apparatus he regards 
as being (1) the risk of contamination of the blood 
because the mouth of the flask is not closed by a 
bung; (2) the liability to the formation of a clot in 
the tube during the collection of the blood. I dis- 
pensed with the bung in my apparatus because, with 
the tube hanging freely into the flask, the needle 
seemed to be less likely to be dislodged from the 
donor’s vein by the movements of the flask during 
the mixing of blood and citrate. At least one junction 
between rubber and glass tubes was also eliminated. 
The risk of contamination of the blood by “ infective 
material ”’ falling into it I regard as a purely academic 
point which need not be considered by any competent 
operator. ; 

As regards the second point, I can only state that, 
during eight years’ experience of the apparatus since 
I first used it, I have not been troubled by this supposed 
defect. If the ordinary technique is properly carried 
out the rate of flow of the blood is quite as fast 
as most donors can stand without fainting. Very 
occasionally a clot forms in the needle (never in the 
tube) before all the blood is collected if the amount 
needed is rather large. Should this happen the 
remainder of the blood can easily be taken with a 
second needle from another vein. Dr. Gibson's 
additions will not prevent a clot from forming in the 
needle. : 

Lastly, Dr. Gibson’s device for running in the 
citrate solution with the blood apparently results in 
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his using nearly five times as much sodium citrate as 
is really necessary. I understand that he uses 4°5 ¢. 
of citrate for each 400 c.cm. of blood. My own practice 
is to use 1 g. of citrate for each 450 c.cm. of blood, 
and with the ordinary technique this need never be 
exceeded. 

I must apologise to Dr. Gibson for thus criticising 
his apparatus, but I do so only in the interests of 
patients and operators. If transfusion is to be used to 
full advantage the apparatus required must be as 
simple as possible, and in view of the possible toxicity 
of more than a small quantity of sodium citrate the 
amount injected into the patient must be as small as 
possible.—I am, Sir, yours faithfully, 

London, August 23rd, 1926. GEOFFREY KEYNES. 


THE PATHOLOGICAL SERVICE 
GENERAL HOSPITAL. 

To the Editor of Tue LANCET. 

Sir,—In your issue of August 14th Dr. Dyke has 
some suggestions as to the relation of the hospital 
pathological department to outside practice. In 
connexion with this I ask again as I have asked before : 
Why should hospitals and universities compete 
with pathologists in their private practice when they 
do not do so with clinicians? It is a pitiful thing 
to see clinicians encouraging this competition with 
pathologists when they would not think of encouraging 
a similar competition in their own branches of medical 
practice. Pathologists are consultants as much as 
are other specialists and should be treated as such. 

Dr. Dyke apparently suggests that the hospital 
should undertake the outside work and should derive 
an income from it, paying part of the fees to the 
pathologist. Such a scheme is, in my opinion, 
unfair to the pathologist. The only way in which 
hospitals, &ec., could fairly take part in outside 
pathological practice is somewhat on the following 
lines. The hospital could :— 


OF THE 


(1) Provide and equip a laboratory in the hospital precincts ; 

(2) Pay a stipend to the pathologist to cover all work 
done for the hospital or, alternatively, pay the pathologist 
a retaining fee and agreed fees for hospital work, the hospital 
work, in either case, to take precedence over private work ; 

(3) Allow the pathologist perfect freedom to make his 
own arrangements as regards private practice and work 
for outside authorities ; 

(4) Allow the pathologist the use of the laboratory for 
private purposes on payment of expenses and a reasonable 
rent. 

The relation of the pathologist to outside work 
would thus be a personal one. He would decide on 
the fees to be charged and would pay the hospital 
for expenses and rent. The only income which the 
hospital ought to receive from outside work is that 
paid as rent by the pathologist. It is iniquitous that 
a hospital should make an income out of the private 
practice of a member of its staff. If the hospital 
pathologist were granted this independence there 
would be an inducement for him to settle down 
permanently in pathological practice. 

It is quite time that pathologists should combine 
to resist the idea that they are the tools of the 
clinicians.—I am, Sir, yours faithfully, 

CHARLES POWELL WHITE. 

Manchester, August 16th, 1926. 


SOPHOCLES AND CONFUSIONAL INSANITY. 
To the Editor of THe LANCET. 


Str,—In the short résumé of a paper on the 
Madness of Ajax as Conceived by Sophocles, read 
before the Royal Medico-Psychological Association, 
which was published in THE LANCET of July 24th 
(p. 177), I am represented as maintaining that ‘in 
his delineation Sophocles probably had in mind an 
attack of malaria.’”” This is, however, a complete 
perversion of the theory which I maintained, but is 
clearly a reference to a suggestion which I put forward 
many years ago that in his description of the sufferings 
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of Philoctetes, in the play of that name, Sophocles 
had in his mind the symptoms which characterise 
a malarial attack. The periodicity, the shivering, 
ingravescence, and crisis followed by sleep with 
sweating, and a transient feebleness on waking, offer 
a clinical picture of peculiar vividness. This suggestion 
was accepted by Allbutt and Osler. In other of his 
extant plays Sophocles appears to show a very special 
interest in the clinical features of disease which may 
be correlated with the fact that he is known historically 
to have been closely associated with the cult of 
Asklepios, for after death he received the hieratic 
title of ‘‘ Dexion ’’—i.e., ‘‘ The Receiver ’’—from the 
fact that he became the official host of the statue of 
the hero-physician when this was brought to Athens 
from Epidaurus in B.c, 421. 

The object of my paper was an attempt to show that, 
in his conception of the madness of Ajax, Sophocles 
displays a remarkably accurate knowledge of the 
clinical features of acute confusional insanity. It 
is not true, however, as | am reported to have said, 
that ‘‘the accuracy of this description has been 
praised by many writers,” for, so far as I am aware, 
no previous writer has drawn attention to this clinical 
aspect of the writings of the tragedian who “ saw life 
steadily and saw it whole.’’ Incidentally, it may be 
remarked that this accurate description of madness 
which appears to be based on actual experience stands 
in marked contrast to the conventional delineation 
of insanity given by Euripedes in his ‘‘ Mad Hercules.” 
The plays of this poet are, however, of great interest 
to students of psychology, for they are characterised 
by a very clear understanding of the phenomena of 
repression and by a remarkable insight into the 
problem of conflicts and complexes. Indeed, had he 
lived to-day, it is probable that Euripedes would have 
been an earnest disciple of the psycho-analytic school. 

I am, Sir, yours faithfully, 

Birmingham, August 27th, 1926, G. A. AUDEN. 





ERYSIPELAS AND NEPHRITIS. 
To the Editor of THE LANCET. 


M@ Sir,—After reading the interesting lecture of Prof. 
Cabot on non-tuberculous infections of the kidney in 
THE LANCET of July 10th, I shall be obliged if any of 
your readers will inform me whether they have come 
across cases of chronic nephritis after an attack of 
erysipelas. It is, of course, well known that people 
who suffer from Bright’s disease are liable to attacks 
of erysipelas. During my 25 years’ experience in 
Bombay I have noted about 20 cases of chronic 
nephritis which developed between 18 months and 
two years after an attack of erysipelas. I am led to 
believe that just as acute nephritis frequently follows 
scarlet fever, chronic nephritis of the interstitial 
variety follows erysipelas after remaining latent for 
many months.—I am, Sir, yours faithfully, 
Cc, L. D’Avorng, M.D. Brux. 
Bombay, August 4th, 1926, 





CHENOPODIUM FOR ANKYLOSTOMIASIS. 
To the Editor of THE LANCET. 


Sir,—With reference to Dr. Clayton Lane’s interest- 
ing and authoritative article on the Treatment of 
Ankylostomiasis in THE LANCET of August 14th, it 
may be of interest to your readers to remind them that 
until this year it has not been possible to issue a 
chenopodium oil answering Dr. Lane’s requirement, 
that it should be of ‘‘ known ascaridole content ”’ 
because no trustworthy direct method of estimating 
ascaridole in the oil was known. Such a process has, 
however, been described by Mr. H. Paget, of the 
Wellcome Chemical Research Laboratories, in a 
recent number of the Analyst (1926, li., 170), and this 
has been tried by our analytical department and found 
satisfactory. For some years past we have issued for 
use in ankylostomiasis a concentrated chenopodium 





oil prepared by a new process. This was known to be 
particularly rich in ascaridole and, tested by the new 
analytical method, it is found to contain not less than 
90 per cent., whereas, as Dr. Lane points out, ordinary 
chenopodium oil may vary from 50 to 70 per cent. in 
ascaridole content, a variation which involves risk of 
overdosage—We are, Sir, yours faithfully, 
BURROUGHS WELLCOME & Co. 
Snow Hill Buildings, London, E.C.1, 
August 15th, 1926. 


CLINICAL PATHOLOGISTS 
“ CHORIOT ROPE,” 


THE Hon. Director of the Liverpool Cancer Research 
Committee writes that it is proposed to hold in Liver- 
pool clinics and demonstrations of the methods 
employed there in the treatment of malignant disease, 
for clinical pathologists attached to clinics and hos- 
pitals of standing, in order that they may have the 
opportunity of studying at first hand the details of 
this work. 

Subsequently ‘ choriotrope”’ will be obtainable 
for use in the treatment of the patients of those who 
are attached to the clinics concerned. It is suggested 
that the clinical pathologists who attend the 
demonstrations make themselves responsible for 
the full and proper conduct of the examinations 
required in every case subsequently treated under 
their guidance; and that no publication regarding 
results be published for, say, five years. 

It must be understood that the entire clinical staff 
of the Liverpool Cancer Research Organisation is on 
a part-time basis, and, therefore, that members cannot 
place themselves at the disposal of those attending, 
nor can these demonstrations be repeated except at 
long intervals, and then only to limited numbers. 
Consequently, it may be necessary for a selection to 
be made from those applying if there be too many 
at one time. A certain number of invitations have 
been issued to those who have already expressed a 
desire to attend, but a few further applications are 
still invited. 

The demonstrations will be chiefly conducted by 
Dr. Leslie Cunningham, assistant director of the 
Organisation, and will commence at 10 A.m., Monday, 
Sept. 6th, and continue until Wednesday, Sept. 15th. 


AND 


A RaILway HospiraL Funp.—Last year the staff 
and directors of the L.M.S. Railway contributed £136,000 
to the Company’s Hospital Fund, and it is hoped that 


£150,000 will be reached this year. The majority of the 
staff, numbering about a quarter of a million, gave twopence 
per week, which is deducted from their pay, and the directors 
another penny. Membership of the fund entitles to admission 
to any hospital in the country for the man himself, his 
wife and children. 


TRELOAR HosPitaL.—The report of the Lord Mayor 
Treloar Cripples’ Hospital and College at Alton and Hayling 
Island records a year of steady progress. There has been 
a marked increase in annual subscriptions, and although the 
total expenditure has increased there has been a substantial 
fall in the cost per patient. There are now 350 beds, 40 of 
which are being set aside for general orthopedics. Sir Henry 
Gauvain’s medical report comments upon the growing 
demand on beds for sufferers from lupus, which necessitates 
constantly increasing work in the light department, and 
points out that the hospital now concentrates almost entirely 
on the treatment of tuberculous cripples. The children 
admitted from Portsmouth, for whom, by agreement with 
the Portsmouth Education Committee, special provision is 
made, have been cases of severe and old-standing deformity, 
but up to the present the results of treatment have been 
quite satisfactory. It is found that climatic change associated 
with sea bathing and natural sun treatment is more effective 
than uninterrupted treatment in the light department. 
During the year 246 physicians and surgeons from aH parts 
of the world visited that department, and a large number 
remained to study the technique employed. The result of 
the investigations of light therapy by Dr. Bannerman, the 
research pathologist, is to emphasise the risks of over-dosage. 
Thanks to the generosity of Sir Horace Plunkett and the 
Medical Research Council, Dr. Bannerman’s services are being 
retained for another year. 
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Che Serbices. 


RETIREMENT OF SURGEON REAR-ADMIRAL 
BEADNELL. 


Surgeon Rear-Admiral C. M. Beadnell, C.B., is retiring at 
his own request, thus facilitating the promotion of his 
juniors. He had reached the top of his rank, there being 
no further employment for a surgeon rear-admiral after the 
completion of three years’ full-pay service in that position, 
save selection as Director-General. He is five years under 


the age-limit owing to early promotion for good service, a 
fact which unfortunately will be reflected in his pension. 


ROYAL NAVAL MEDICAL SERVICE. 

The following appointments are notified: Surg. Lts, 
E. T. S. Rudd to Royal Sovereign ; H. Gow to Ajax; J. M. 
MacWright to Victory, for R.N. Hospl., Haslar, for 14 days’ 
training; W. F. Lascelles (proby.) to Victory, for R.N. 
Hospl., Haslar, for 28 days’ training; and J. L. Cox to 
Erebus, for 14 days’ training. 

Surg. Comdr. M. J. Laffan, appt. to Malaya cancelled. 

Surg. Comdr. T. E. Blunt is placed on the Ret. List at 
his own request with rank of Surg. Capt. 

Surg. Comdr. (D) E. E. Fletcher to be Surg. Capt. (D). 

Surg. Lt.-Comdrs. (D) J. R. Palmer, W. C. Murray, and 
H. M. Meek to be Surg. Comdrs. (D). 

W. C. Sloan to be Surg. Lt. 

ROYAL NAVAL VOLUNTEER RESERVE. 

Proby. Surg. Lts. J. B. Oldham and H. Winstanley, and 
Sub-Lt. J. B. Hutchinson to be Surg. Lts. 

R. S. Allison entered as Proby. Surg. Lt. and attached 
to the Ulster Division. 

ROYAL ARMY MEDICAL CORPS, 

The undermentioned Capts. to be Majs.: L. M. Routh, 
F. D. Annesley, C. D. M. Buckley, J. C. A. Dowse, Bt. Mai. 
R. E. Barnsley (Prov.), H. B. F. Dixon, G. R. Grant (Prov.) 
(and remains secd.), W. Walker, E. F. W. Grellier, G. D. 
Jameson (Prov.), D. W. Pailthorpe, Bt. Maj. C. S. P. 
Hamilton, S. J. A. H. Walshe, J. F. la Lauder (Prov.), 
J. Walker, S. Arnott, T. L. Fraser, R. A. Hepple, J. G. 
Ronaldson (Prov.), C. O. Shackleton, H. Walker, W. D. 
Arthur (Prov.), H. D. F. Brand (Prov.), H. G. Peake, 
Temp. Maj. F. G. A. Smyth, J. P. Little, K. P. MacKenzie, 
A. L. Robertson, D. C. Monro, F. C. A. Fleming, W. Foot, 
F. C. K. Austin, S. Smith, and F. G. Flood. 

The undermentioned to be Lts. (on prob.): Hugh 
McVicker, Temp. Lt. J. D. Borham (and relinquishes the 
rank of Temp. Lt.), Lt. E. W. Hayward (from 4th Bn. 
R. Berks R.), C. E. Eccles, Temp. Lt. Philip F. Palmer 
(and relinquishes the rank of Temp. Lt.), D. Bluett, and 
F. P. M. Anderson. 

The undermentioned Lts. (on prob.) are confirmed in their 
rank: T. A. J. M. Dodd, J. M. Johnston, and R. J. G. Hyde. 

Lts. H. McVicker and E, W. Hayward are seconded. 


ARMY DENTAL CORPS. 


Majs. to be Lt.-Cols.: W. T. Finlayson, J. A. Seymour, 

C. L. Colbran, and A. B. W. Rust. 
RESERVE OF OFFICERS. 

Maj. H. G. Trayer resigns his commn. and retains the 

rank of Maj. 
TERRITORIAL ARMY. 

Capt. L. T. Challenor relinquishes his commn. and is 
granted the rank of Maior. 

Capt. B. Kelly resigns his commn. and retains his rank. 

Capt. J. P. Kitson, having attained the age limit, is 
retd. and retains his rank. 

Lt. J. H. Mellotte to be Capt. 


ROYAL AIR FORCE. * 
Flight Lt. F. J. Murphy is promoted to the rank of 
Squadron Leader. 
Flight Lt. J. A. Musgrave is transferred to the Reserve, 
Class D.2. 

Flying Officer J. Parry-Evans is granted a permanent 
commn., in this rank. 
INDIAN MEDICAL SERVICE. 

The King has approved the retirement of Lt.-Col. W. 8S. J. 
Shaw, Lt.-Col. J. W. Cornwall, and Maj. W. L. Forsyth. 

Capts. Probodh Chandra Banerjee, Ambuj Nath Bose, 
Madan Gopal Bhandari, and M. M. Cruickshank to be Majs. 

To be Temp. Lts.: Karam Chand Virmani and Tolo 
Bhojsing Pahlajani. 

QUEEN ALEXANDRA’S MILITARY NURSING SERVICE 
FOR INDIA. 

The following promotion has been made :—Lady Superin- 

tendent to be Chief Lady Superintendent: Miss W. Walker. 





JOHN GEORGE ADAMI, C.B.E., M.D. Cams., 
F.R.C.P. Lonp., F.R.S., 
VICE-CHANCELLOR OF THE UNIVERSITY OF LIVERPOOL, 
WE regret to announce the death of Prof. Adami, 
Vice-Chancellor of the University of Liverpool, 
which took place in a nursing home in Liverpool on 
Sunday evening last in the sixty-fifth year of his 
age. His health had given cause for anxiety for 
two years, an improvement which took place a 
short period ago was not maintained, and for several 
weeks there had been little hope of his recovery. 
John George Adami was the son of a Manchester 
man bearing the same name, and his mother was the 
sister of Prof. D. J. Leech, the well-known Manchester 


J. G. ADAMI. 


pharmacologist. This association with Manchester 
was maintained by education at the Grammar School 
and at Owens College, whence he proceeded with a 
scholarship to Christ’s College, Cambridge, to take a 
first class in the Natural Science Tripos and be also 
Darwin Prizeman. Then he studied abroad for a 
time both in Paris and Breslau, and, having graduated 
in medicine at Cambridge, became house physician 
to the Manchester Royal Infirmary. At the termina- 
tion of his residency he returned to Cambridge as 
demonstrator of pathology, was awarded the John 
Lucas Walker Studentship, and was elected a Fellow 
of Jesus College. At Cambridge he worked parti- 
cularly under Smart Roy, and their combined obser- 
vations in comparative pathology established his 
reputation as a coming man. He was just 30 when, 
in 1892, he accepted the position of Strathcona 
Professor of Pathology and Bacteriology at McGill 
University, Montreal. He immediately began to 
earn a name for himself by his clear and thorough 
methods of dealing in class-room and laboratory with 
the simple and with the advanced sides of his subject, 
as well as by his general outlook upon scientific 
education. As time went on he displayed the qualities 
which afterwards were notable in Liverpool, his 
intellectual capacity being combined with a great 
aptitude for business routine, a robust appetite for 
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work, and a hearty capacity for sympathy with all 
other workers, whatever their grade, when he came 
into relation with them. In the Canadian metropolis, 
while he carried on his professorial duties and acted 
as advisory pathologist to the two great hospitals of 
the city, he found time to preside over the Montreal 
Improvement League and the various organisations 
in behalf of child welfare, and throughout his tenure 
of the chair in Montreal he was a prolific and also a 
valuable contributor to scientific journals and the 
transactions of learned societies. He was elected 
F.R.S. in 1905, and it was at Montreal that he began 
to attract wide attention by his writings. 

Adami was an original contributor to Allbutt and 
Rolleston’s ‘‘ System of Medicine,’ where his article 
on inflammation was recognised as an outstanding 
feature in the commencement of that great com- 
pendium, but shortly he made a claim upon individual 
notice by his great text-book of pathology. The 
“ Principles of Pathology’’ app-ared in 1909, and 
all Adami’s special qualificaticns for its writing were 
put into evidence. His training had been wide, as 
has been indicated, for he had worked with Roux in 
Paris, with Heidenhain in Breslau, and with Michael 
Foster and Roy, among others, at Cambridge; he 
essayed boldly, and with a clear and forcible pen, an 
exposition of a science which had spread and was 
rapidly spreading from the realms of morbid anatomy, 
and changes in cell histology, to the study of cellular 
function in disease and its basic disturbances. The 
result was a work which was catholic in its range and 
critical in its presentation of the prominent problems 
of the day, and as such it was acclaimed as the best 
British compendium of general pathology that had 
yet appeared. No second edition of these two 
massive volumes was published. Their success would 
have justified their regular appearance brought 
up to date, and expanded or contracted in accordance 
with the development of the science, but the inclusive 
nature of their range would have necessitated for 
such a purpose the coéperation of a band of special 
workers, and would have altered the whole original 
conception. But four years afterwards there appeared 
the Text-book of Pathology by Adami and his 
colleague at McGill University, John McCrae. This 
was a single volume within whose covers it was 
endeavoured to embody the features of the former 
work and to follow its main lines; but in the large 
section dealing with special pathology it was found 
necessary to write without any reference to the 
earlier work. The treatise by Adami and McCrae 
became rapidly popular, has been issued in revised 
and enlarged form, and many of our readers have 
been grounded in their work through its assistance. 

In 1918 Adami published a series of Medical Con- 
tributions to the Study of Evolution, the first part of 
the volume consisting of the Croonian lectures which 
had been delivered the previous year before the 
Royal College of Physicians of London and published, 
some in full and some in abstract, in the columns of 
THE LANCET. This volume was directed rather to 
the biologist than to the medical man, and in its 
pages the author called attention in an uncom- 
promising manner to the unsatisfactory state of 
biological opinion on the problems of variation and 
adaptation. His main thesis was that congenital 
adaptation is not really different in kind from indi- 
vidual adaptability, and that as the individual adapts 
itself directly to changed environment, so does the 
species give rise to germina! variations of an adaptive 
nature when the environment is such as to call them 
forth. Later ay in the book were not up to the 
standard of the Croonian lectures and, though the 
volume was full of valuable information and reflec- 
tion, it was felt that there were contentious passages 
which the author himself would have removed had 
the times in which he was writing been leisurely 
instead of over-full with the troubles of the war. 

We are indebted to an authoritative source for the 
following estimate of Adami’s place as pathologist 
and author :—‘‘ James Ritchie used to urge all his 
pupils to ‘ read Cohnheim,’ which is easy to do in 





the three volumes of the Sydenham Society’s trans- 
lation of the ‘ General Pathology.’ And reading Cohn- 
heim is still probably about the most profitable 
introduction to the serious study of pathology, not 
so much for what he says (though that is important 
and still for the most part true enough) as for the 
tone and manner in which he shows how the principles 
of pathology may be traced out and woven together 
into a scientific study. But Cohnheim is long and 
students are impatient; if a teacher wants more 
than a few of them to get the right idea of how they 
should approach the post-mortem room, the class- 
room, and the wards it is better to press upon them 
Adami’s article on Inflammation in Allbutt’s System 
of Medicine, which is also published as a small book. 
They will find here equally well, and much more 
briefly, an illustration of how they should think about 
disease and learn the outlook on pathology which 
made Adami the influence which he has been. It is 
not very remarkable that the two books should be 
akin : Cohnheim trained Smart Roy, and it was with 
Roy at Cambridge that Adami did his first serious 
research, familiar to physiologists as ‘ Roy and 
Adami: The Physiology and Pathology of the 
Mammalian Heart’ (Phil. Trans., 1892, vol. clxxxiii., 
B, p. 210). After Adami went to Canada in 1892 as 
the first professor of pathology at McGill he was not 
much given to doing laboratory work himself. He 
developed the department, founded by Osler—who 
began by holding morbid anatomy classes in a cloak- 
room—and became interested in the possible relation 
of intestinal bacteria to cirrhosis of the liver. A 
variety of contributions to the pathology of the heart 
and especially the blood-vessels came from his 
laboratory, but he is probably best known for his 
classification of tumours ‘Journal of Pathology, 1903, 
vol. viii., p. 243), which provided a convenient 
arrangement of pigeon-holes into one or other of 
which most tumours could be fitted. It scarcely did 
more than this when it was published, and subse- 
quent knowledge of the varied potentialities of cells 
has made the embryological basis on which it was 
founded insecure. What Adami will, however, be 
remembered for, and remembered gratefully, is the 
first volume of the ‘* Principles of Pathology,’ in which 
his studious life and wide biological training found 
expression in 1909. It is an attempt to develop 
pathology as a science. As he points out, books 
giving a presentation of pathological data were many 
and excellent, but ‘ what is needed in a text-book of 
pathology is not the mere record and description of 
phenomena, but the attempt to analyse these pheno- 
mena in an orderly manner,’ and to bring them into 
relation with other branches of biological study— 
to do, in other words, for the whole of the subject 
what he had already done for inflammation. The 
attempt may not be wholly successful, and the 
second volume on systemic pathology has nothing 
to distinguish it from several other text-books. But 
the book does not fall really short of being a great 
work, and it certainly deserves to have been used 
much more than it has been, for it was never very 
popular, and instead of being trimmed and improved 
in successive editions it has now practically gone out 
of sight. Perhaps it was written too early, and an 
audience which wanted diagnosis and names was 
impatient of its philosophic tinge, or perhaps it has 
had more influence than is obvious. In Adami’s old 
university Prof. Dean has begun the first course in 
advanced pathology in the Natural Science School 
along lines adumbrated by Adami, and at Montreal 
Adami’s successor does not hesitate to weave classical 
philosophy into his pathological discourses. Adami’s 
views were sound and in the end will prevail; it is 
only in some small way that he missed being a more 
effective missionary himself. Meanwhile those who 
would get an idea of his mind without too much 
technical detail should read the ‘ Medical Contribu- 
tions to the Theory of Evolution.’ ” 

During the war Adami served in the Canadian 
Army Medical Corps with the rank of colonel. He 


was eventually made Assistant Director of Medical 
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Services, was appointed to the War Office Committee 
on the Medical History of the War, and became the 
historical recorder of the medical services of the 
Canadian Expeditionary Force. His history, the 
first instalment of which appeared in 1918, was 
based as much upon the diaries of individual medical 
officers as upon official documents, and aimed at 
giving the professional] reader a bird’s-eye view of 
the development of military medicine as exemplified 
by the work of the C.A.M.C. A mere list of the 
historic events which passed under Adami’s notice 
would show how deeply interesting his volumes are. 
Four short chapters in the first volume give, for 
example, the medical history of the second battle 
of Ypres, and are noticeable for a moving description 
of the introduction of poison gas, the C.A.M.C. being 
the first corps to incur the terrible experience. The 
corps were fortunate in their biographer, for Adami 
was not afraid to call attention to defects in the 
official records, while he supplied an _ interesting 
historical background to events which are detailed 
as episodes in a great adventure. He was appointed 
C.B.E. in 1919. 

Adami did not return to Montreal after the war, 
but accepted the post of Vice-Chancellor of the 
University of Liverpool on the retirement, in 1919, 
of Sir Alfred Dale, and speedily justified his choice. 
He did little more scientific work, though both in 
writing and in public speaking he ever displayed 
keen interest in research and a laudable receptivity 
in regard to the teachings of his successors. He 
concentrated on the official side of his duties. He 
had the personal appearance rather of a man of 
affairs than of a student, and in that capacity he 
showed himself successful. He brought University 
affairs unceasingly to the notice of Liverpool to the 
considerable benefit of the finances of the institution, 
and to the benefit of the citizens also who were 
taught to use as well as appreciate the opportunities 
offered by a centre of education in their midst. If 
he was not always judicious in his many public 
utterances, his indiscretions were clearly due to his 


enthusiasm that had the greater chance through 


public comment of becoming contagious. In all 
Liverpool circles and in all grades of the University 
his active and stimulating personality will be sincerely 
missed. ‘‘ At the age of 64,’’ writes our Liverpool corre- 
spondent in appreciation of a dead friend, ‘‘ Adami 
was still carried forward by an eager interest in all 
that concerned the welfare of the University in its 
widest aspect, and he still found time, in spite of 
multifarious public duties, to read papers on scientific 
and literary subjects, and to join in the activities of 
widely varied interests designed to advance the 
public weal. It is true that for the last two years 
his health has not been equal to the strain, but the 
spirit remained undaunted, shone out in a glowing 
face, and was betrayed by an ever-hurried gait. It 
is recognised by all that, especially in these last 
seven years, Adami has done a great work for Liver- 
pool by getting rid of that isolation from the life of 
the community, which is so apt to mark, and mar, the 
existence of newer universities. With the students 
the Vice-Chancellor was a very popular figure, and 
to see him at their gatherings, his face beaming with 
enjoyment over some humorous piece of byplay 
or some quieter sally of his own, was in itself a great 
delight. He entered very fully into their interests 
and spent himself freely when he felt his influence or 
action was needed in their behalf. In later years he 
had been feeling the necessity for the more general 
and systematic cultivation of health as a vital activity 
of the University amongst its undergraduates. By 
all with whom he came in contact he will be mourned, 
by his colleagues and his students, no less than by 
the prominent men in the civic life of the city on 
whom he had made a deep impression. Still deeper, 
f course, will be the loss to those who were his 
— friends. They best knew how he could 
blend with his sterling qualities a happy almost 
spritely spirit whose influence it was impossible to 
resist.” 





Adami received, as might be expected, and in 
addition to those already mentioned, many academic 
honours. He was an honorary F.R.C.S. Eng., and 
was similarly complimented in Scotland and Canada : 
he was an honorary M.D. of three universities, an 
LL.D. of three more, and a Sc.D. of Trinity College, 
Dublin. He was a Fellow both of Jesus College and 
his own college (Christ’s) ; he was a past President of 
the Association of American Physicians, and Fother- 
gillian Medallist of the Medical Society of London. 

He was twice married, first to Mary, daughter of 
J. A. Cantlie, of Montreal, by whom he had two 
children; and, secondly, four years ago, to Marie 
Wilkinson, daughter of the Rev. Thomas Wilkinson, 
vicar of Litherland, who survives him, 





DONATIONS AND BEQUESTS.—Under the will of the 
late Mr. Jeremiah Edward Bles, M.A., D.Sc., F.R.C.S., of 
Cambridge, the testator left all his scientific instruments, 
scientific books, and the fittings and contents of his private 
laboratory to the Chancellor, masters, and scholars of the 
University of Cambridge, and he empowered his trustees to 
expend a sum not exceeding £500 in completing any 
researches made by him and publishing the results of any 
researches not published at the time of his decease. Failing 
issue who shall attain an interest, and subject to his wife’s 
life interest, he left the residue of his property, after certain 
bequests, to the Chancellor, masters, and scholars of the 
University of Cambridge, upon trust, if a professorship of 
animal embryology be not in existence at his decease, or, 
if existing, be not adequately endowed, then for such 
professorship (and assistants, &c.) or its further endowment, 
this professorship being called the ‘‘ Charles Darwin’”’ 
Professorship, for research and teaching in this subject 
from a purely scientific aspect, and subiect thereto upon 
similar terms for a professorship of biophysics. If both of 
these be already constituted and adequately endowed, then 
he left it for such purpose as may best serve the interests of 
biological science.—By the will of the late Miss Annie Mary 
Fraser, of Aberdeen, the following, among other, bequests 
are made: £3000 to the Aberdeen Royal Infirmary ; 
£2000 to the Aberdeen Royal Hospital for Sick 
Children; £500 to the Morningfield Hospital, Aberdeen ; 
£250 each to the Aberdeen Dispensary, the Aberdeen 
Maternity Hospital, and Aberdeen Convalescent Hospital : 
and the residue of the property, about £30,000, for a nursing 
home in Aberdeen for those not able to pay the charges of 
ordinary nursing homes.—The directors of the Prudential 
Assurance Company have voted a sum of £1200 for the 
purchase of radium to be used in the treatment of cancer 
at the Westminster Hospital.—Miss Mary Agnes Clarke, of 
Morecambe, Lancs, left £1000 to the Queen Victoria Hospital, 
Morecambe, for a bed to be known as the “‘ Mary Clarke”’ 
Bed.—Miss Elizabeth Wills, of Crewkerne, Somerset, left 
£1000 to the Crewkerne Cottage Hospital.—The Middlesex 
Hospital is to receive a sum of £10,000 from an anonymous 
donor, who has promised to add to this sum as circumstances 
permit, for the special purpose of building a new home for 
nurses.—Miss Jane Eliza Turner, of Peckham, besides 
other bequests, left £1000 to St. Mark’s Hospital, City-road, 
E.C., £200 to the Cancer Hospital, Brompton, S.W., and 
£500 to the Royal London Ophthalmic Hospital.—Dr. 
William John Miskelly, M.D., B.S., Everton, Liverpool, who 
left £10,079, gave the whole of his property in trust for his 
wife and daughter, and on the death of the survivor of 
them to the Royal Medical Benevolent Fund.—Miss Alice 
Maud Ridgway, Stoneycroft, Liverpool, who left £7673, 
gave the residue of her estate for such hospitals or sana- 
toriums for the treatment of tuberculosis as the executors 
may select.—Dr. Ernest Septimus Reynolds, M.D., D.L., 
F.R.C.P., D.Se., of Manchester, formerly professor of 
clinical medicine in the University of Manchester and 
physician to the Royal Infirmary, left £1000 to the 
Manchester Royal Infirmary to endow a bed in memory of 
his work in that institution.—Sir Frederick George Painter, 
of The Boltons, South Kensington, S.W., left £1000 to the 
Bristol Infirmary for general purposes; £500 similarly to 
the Bristol General Hospital ; £500 each to several other 
institutions, including the British Home and Hospital for 
Incurables, Streatham, the Royal Female Orphan Asylum, 
and the Blue Maids Orphanage, Bristol; and £200 to his 
** valued friend and medical attendant for over 40 years, 
Philip Birch, of Gunterstone-road, West Kensington.—Mr. 
John Edward Potts, of Hampstead, gave £100 each to the 
Royal Chest Hospital, City-road, and the Royal Northern 
Hospital.—Major James Joicey, Poulton Priory, Fairford, 
Glos, left property of the value of £188,123. After certain 
annuities and bequests he left all his other property to his 
wife for life, with remainder to such charities or charitable 
objects as his wife may appoint. 
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Medical Netus. 


Society OF APOTHECARIES OF LONDON.—At exami- 
mations held recently the following candidates passed in the 
subjects indicated :— 

Surgery.—A. K. A. Carter, Univ. Coll. Hosp.; M. E. M- 

Carter, Univ. Coll. and St. Mary’s Hosps.; C. E. Nicholas, 

London Hosp.; J. Pattis, Innsbruck and Univ. Coll. Hosp. ; 

A. Purvis, Durham; M. Stinnisbeck, Freiburg and Royal 

Free Hosp.; and N. W. Wood, Middlesex Hosp. 
Medicine.—J. Dywien, Guy’s Hosp.; R. C. Glover, Leeds and 

St. Bart.’s Hosp. ; K. G. B. McMahon, Charing Cross Hosp. ; 

T. C. Pain, Guy’s Hosp.; P. H. Row and L. Schapera, 

London Hosp.; R. 8S. 8S. Smith, St. Bart.’s Hosp.; J. A. H. 

Sykes, Edinburgh; and L. D. Williams, Cardiff. 

Forensic Medicine.—N. H. Allen, Guy’s Hosp.; F. W. Barton 
Middiesex Hosp.; S. B. Browning, Guy's Hosp.; M. E. M 
Carter, Univ. Coll. and St. Mary’s Hosps.; F. G. Hardaker, 
St. Mary’s Hosp.; C. E. Nicholas, London Hosp.; K. 
Roberts, Liverpool; L. D. Williams, Cardiff; and N. W. 
Wood, Middlesex Hosp. 

Midurfery.—c. B. Ball, Sheffield; A. Heukamp, Gottingen 
and Royal Free Hosp. ; W. Hinds, Durham; 8. Jenkinson, 
St. Bart.’s Hosp.; H. 8. Littlepage, Birmingham; J. B 
Lurie, St. Thomas’s Hosp.; A. Purvis, Durham; R._ I. 
Richards, St. George’s and St. Bart.’s Hosps.; T. W. 
Riseley, Cardift; and J. M. F. Whitby, St. Thomas’s 


osp. 

The Diploma of the Society was granted to the following 
candidates entitling them to practise medicine, surgery: and 
midwifery : N. H. Allen, C. B. Ball, A. K, A. Carter, W. Hinds, 
J.B. Lurie, K. G. B. McMahon, T. C. Pain, A. Purvis, P. H. Row, 
L. Schapera, M. Stinnesbeck, J. A. H. Sykes, and J. M. F. 
Whitby. 


FELLOWSHIP OF MEDICINE AND Post-GRADUATE 
MEDICAL ASsOcIATION.—Each week the City of London 
Maternity Hospital holds a course in obstetrics, including 
ante- and post-natal clinics and children’s welfare clinics. 
Personal application to attend this course must be made to 
the Secretary of the Fellowship. During September courses 
will be given as follows: At the Central London Ophthalmic 
Hospital from Sept. 6th to Oct. 2nd, occupying the whole of 
each afternoon ; at the Bethlem Royal Hospital, the course 
taking the form of lecture-demonstrations on Tuesdays 
and Saturdays at 11 a.m. from Sept. 7th to Oct. 2nd; at 
the Infants Hospital, from Sept. 13th to 25th, occupying 
every afternoon and including one Sunday visit to Thavies 
Inn V.D. Centre; at the Royal Free Hospital, where Dr. 
Cc. B. Heald will give four lecture-demonstrations on treat- 
ment by electrotherapy on successive Wednesdays at 5.15 P.M., 
beginning on Sept. 22nd ; at the Royal National Orthopedic 
Hospital, from Sept. 20th to Oct. 2nd, where a comprehensive 
course in orthopedics will be given covering all branches 
of the subject and occupying all of each day. Finally, there 
will be an intensive course in medicine, surgery, and the 
specialties at the Westminster Hospital, from Sept. 20th to 
Oct. 2nd, from 10.30 to 5.30 daily. Early in October the 
National Hospital for Diseases of the Heart will give 
a fortnight’s course. Entries are limited to 16 so early 
application is advisable. Other courses starting the first 
week in October are as follows: a series of demonstrations 
on Tuesday and Thursday afternoons at the London School 
of Tropical Medicine, and an all-day course in diseases of 
the throat, nose and ear at the Central London Throat, 
Nose and Ear Hospital, where there will also be a practical 
operative surgery class. Copies of all syllabuses, of the 
General Course programme, and of the Post-Graduate 
Medical Journal may be obtained from the Secretary of the 
Fellowship at 1, Wimpole-street, London, W. 1. 


THE LATE Dr. D. E. Frryn.—On August 18th the 
death occurred at Kingstown, co. Dublin, of Dr. David 
Edgar Flinn, who was well known for his interest in the 
snothee! aspect of reformatories and prisons. Dr. Flinn 
was born in 1850 at Buenos Aires, and educated at Clongowes 
College, the University of Dublin, and the Royal College of 
Surgeons in Ireland. He qualified in 1874, becoming 
M.R.C.P.I. in 1882, F.R.C.S.I. in 1885, and D.P.H. in 1890. 
For a time he acted as medical officer of health to the East 
Staffordshire urban and rural combined districts, and from 
1890 to 1904 was editor of the Health Record. During this 
period he published several books on public health subjects, 
and in 1893 served on the Dublin Typhoid Inquiry Com- 
mittee. In 1907 he was made a member of the Vice-Regal 
Commission appointed to inquire into the causes of the 
high death-rate in Belfast. From 1896 to 1910 Dr. Flinn 
was medical inspector of the Local Government Board, 
Ireland, and from 1910-17 a medical member of the 
Prisons Board and chief inspector of reformatory and 
industrial schools. Though he had long retired from active 
a in the attempt to improve prison conditions, 

e followed the modern developments in this direction with 
keen interest, though not always with approval. Dr. Flinn 
was an enthusiastic Volunteer, and later a Territorial, 
-attaining the rank of colonel before his retirement in 1904. 





Sr. Mary’s Hospiran.—The annual dinner of 
past and present students will take place at the Connaught 
Rooms, Great Queen-street, London, W.C., on Oct. 4th. 
at 7.30 P.M. Dr. G. W. H. French will be in the chair, and 
the hon. secretary is Dr. A. Hope Gosse. 


Royal. SANITARY INstTITUTE.—The _ thirty-eighth 
congress and health exhibition of this institute will be held 
at Hastings from July 11th to 16th, 1927, under the presi- 
dency of Sir William Joynson-Hicks. 


WESTMINSTER HospiraL.—The report for the first 
complete year since the reconstruction of the building states 
that there has been a remarkable increase of work in every 
department, and that 221 out of the 231 beds have been 
constantly in use. The X ray and electrical department 
treated 3655 patients, and the private wards were now occupied 
by 206 patients. Annual subscriptions increased by 58 per 
cent., and patients paid £19,000, including £6000 from those 
in the private wards. 


WESTMINSTER HospirAL MEDICAL ScHoon.—The 
annual dinner of past and present students will take place 
in the Royal Adelaide Gallery, Gatti’s Restaurant, Strand, 
W.C.2, with Mr. William Turner in the chair, on Friday, 
Oct. Ist, at 7 P.M. , 


Guy’s HospiraL.—Of £167,000 received by this 
hospital in 1925, £64,000 was from endowments. Subscrip- 
tions produced only £5000, which leaves nearly £100,000 
to be obtained from other sources. The bicentenary appeal 
to relieve the hospital and medical school of debt seodaced 
nearly £90,000, which is less than had been anticipated. 
The average stay of the 10,395 in-patients was 20 days and 
their cost £11 10s. 9d. ; 


Kine’s COLLEGE HOospPIrat : RE-OPENING OF 
Warpns.—Last week two small wards containing between 
them 34 beds were reopened, a course justified, from the 
financial point of view, by a drop of 5s. 8d. per week in the 
cost of maintaining a patient. One-half of the Kberated 
beds have been assigned to the nose, throat, and ear depart- 
ment, which has the longest waiting list. 


SHEFFIELD HospiITats.—The annual report of the 
Sheffield Hospitals Council, which has just been issued, 
shows that on Dec. 31st, 1925, the four Sheffield voluntary 
hospitals were in debt to the extent of £102,000. During 
the year 20,886 new contributors joined the ‘‘ Penny-in-the- 
Pound ”’ Fund, and the amourit received from employers 
and workpeople exceeded £107,000. A total number of 
44,000 casualties were treated. The council’s most urgent 
problem is that of giving early admission to the large 
numbers on the waiting lists. 


POST-GRADUATE HostTEL.—On Tuesday, August 17th, 
with Dr. L. Long (Oklahama) in the chair, Mr. Donald 


Armour opened a discussion on Head Injuries. He pleaded 
for an ipsolateral decompression in all cases of compression 
due to injury as the patient was too ill to deal with the 
cause, moreover even symptoms from contrecoup would 
often prove amenable. He deplored the present methods of 
cerebral topography. Lumbar puncture was valuable in 
treating traumatic neuroses, but was dangerous in the 
presence of high intracranial pressure due to the possible 
formation of a “ pressure cone.’ Trephinings for decom- 
pression should be large. During discussion Dr. Long 
emphasised the importance of prolonged rest after head 
injury if sequele were to be avoided. On Thursday 
(August 19th) Dr. Harold Scott, pathologist of the 
Zoological Society, opened a discussion on Some Points 
on Tuberculosis among Wild Animals in Captivity, Dr. 
Simpson Wells (Cape Town) being in the chair. Dr. 
Scott said that tuberculosis took on different character- 
istics in animals, birds, and reptiles, and it was important 
to consider that they were intercommunicable. Dr. 
Wells, in the discussion, said that Macewen’s theory that 
tuberculosis nearly always started in childhood, later 
appearance being far more fatal, found an analogy in Dr. 
Scott’s statement that wild animals only suffered from 
tuberculosis when placed in captivity. The disease was 
then very fatal and was found in an advanced stage when 
the animal had appeared healthy. 

In the we week, on Sept. 8th Mr. A. Rocyn-Jones 
will open a discussion on Manipulative Surgery and 
the Bone-setter. On the following day Dr. G. Clark 
Trotter will open a discussion on the General Practitioner 
and the Medical Officer of Health. These discussions will 
take place at 9 P.M. at the rooms allotted to the hostel at 
the Imperial Hotel, Russell-square, London, W.C. No 
introduction beyond the presentation of a visiting card is 
required, and there is no entrance fee or subscription. 
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MIDDLESEX HospitTaL.—Notwithstanding that, for 
reasons that are familiar, this great hospital has been working 
under serious difficulties, the report for 1925 is, the governors 
say, very satisfactory. The number of patients dealt with 
was 5103, a slight falling off ; on the other hand, the out- 
patients, at 39,579, showed an increase of 1320. The 
attendances numbered nearly 197,000, a growth of more 
than 14,000, and it is a notable circumstance that 60,452 
of these attendances were dealt with in the electro- 
therapeutic and massage department. Each in-patient cost 
an average of a fraction over £13. During the year the 
Cancer Charity of the hospital, which is £17,000 in debt, 
treated 718 in-patients and 233 new out-patients. Each 
in-patient cost £28 12s. 11d. 











Parliamentary Intelligence. 


NOTES ON CURRENT TOPICS. 


PARLIAMENT was summoned from its holiday on Monday 
and Tuesday last to reconsider and renew the Emergency 
Regulations, in view of the coal dispute. No other business 
was taken, but the following question of medical interest 
was answered. 


After-effects of Encephalitis Lethargica. 


In reply to Mr. Ruys Davies, Mr. NEVILLE CHAMBERLAIN 
(Minister of Health), on August 31st, said that the provision 
of suitable accommodation for persons suffering from the 
after-effects of encephalitis lethargica was receiving his 
careful attention. An experimental unit for the treatment 
of 100 cases had already been opened by the Metropolitan 
Asylums Board at Winchmore Hill. A certain number of 
persons certified under the Lunacy Acts were suffering from 
the after-effects of encephalitis lethargica, and arrangements 
had been made by the London County Council to provide 
for the treatment of London cases at the West Park Mental 
Hospital, so that the study of the problem might be con- 
centrated. A measure had also been introduced into 
Parliament to amend the Mental Deficiency Act so as to 
facilitate the admission into mental deficiency institutions of 
cases suitable for treatment therein. 
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Medical Diarn. 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, London, W. 
MonpDaAY, Sept. 6th, to SATURDAY, Sept. 11th.—CENTRAL 
LONDON OPHTHALMIC HOSPITAL, Judd-street, W.C. 
Series of lecture-demonstrations every afternoon for 
one month on all ‘branches of Ophthalmology.— 
BETHLEM ROYAL HoOsPITAL, St. George’s Fields, S8.F. 
Course in Psychological Medicine beginning Sept. 7th. 
Every Tuesday and Saturday at 11 a.M., lecture- 
demonstrations. Copies of syllabuses of above course 
and information on post-graduate work generally 
obtainable from Fellowship of Medicine. 














Appointments. 


ANDERSON, J. C., M.B., Ch.B., F.R.C.S. Edin., has been 
appointed Surgical Registrar to the Sheffield Royal Hospital. 


RicHARDSON, R, P., L.R.C.P. Lond., M.R.C.S., Certifying 


Surgeon under the Factory and Workshop Acts for the 
Bruton District of the County of Somerset. 


RessE.i, G. B., M.B., Ch.B. Dub., to be one of the Medical 
Referees under the Workmen’s Compensation Act for the 
Districts of the Bishops Waltham, Petersfield, Portsmouth, 
and Newport and Ryde County Courts. 


Westminster Hospital: Sortey, J. T., M.B., Ch.B. Aberd., 
and LIVINGSTONE, G. H., M.R.C.S., L.R.C.P., House 
Surgeons: DANIEL, G. M., M.B., B.S. Lond., and CUTTING, 
P, E. J., M.B., B.S. Lond., House Physicians. 





Vacancies. 


For further information refer to the advertisement columns. 
Bootle Borough Hospital.—Sen. M.O. and two Jun. M.O.’s. £150 
and £125 respectively. 
Brighton, Royal Susser County Hospital.—H.S. £159. 
Rrighton, Susser Maternity and Women’s Hospital,—H.S. £125. 
Burma Railways Co,, Ltd.—Dist. M.O. Rs.1200 per mensem., 
eer Kent and Canterbury Hospital.—Res. M.O. At rate 
of £125. 


Chesterfield and North Derbyshire Royal Hospital.—Res. Surg. O. 
£300. 


Devonport, Royal Albert Hospital.—H.S. £15, 

Dover, Royal Victoria Hospital.—H.S. £180. 

Edinburgh, Royal Mental Hospital, Morningside.—Asst. M.O. 
£350. 

Ezeter, Royal Devon and Ereter Hospital.—H.P., H.S., and Cas. 0., 
H.P. and H.S., at rate of £130, and Cas. O., £100. 

Greenwich, Dreadnought Hospital,—H.P. and H.S. Each at rate 
of £110. 

Leicester, Isolation Hospital and Sanatorium, Groby-road.— Res. 
M.O, £350. 

Leicester Royal Infirmary.—H.S. At rate of £125. 

Manchester, Ancoats Hospital.—H.S. At rate of £100. 

Manchester, Babies’ Hospital, Burnage-lane, Levenshulme,—Res. 
M.O. Atrateof£125. Also Res. Clin. Asst. At rate of £50. 


Manchester, Royal Children’s Hospital, Pendlebury.—Res. M.O. 
At rate of £120. 

Manchester, Royal Children’s Hospital, 
M.O. At rate of £150. 

National Hospital for Diseases of the Heart, Westmoreland- 
street, W.—Res. M.O. At rate of £150. 

New ~ yr | aceon Hampstead.—Jun. Res. Asst. M.O. At rate 
o b 


Gartside -street,—Asst. 


Newcastle-upon-Tyne Hospital for Sick Children.—Sen. and Jun. 
Res. M.O.’s. At rate of £120 and £100 respectively. Also 
Hon. Asst. 8. 


Oswestry, Shropshire Orthopaedic Hospital.—Two H.S.’s. 

Rochdale Infirmary and Dispensary.—Jun. H.S. £200, 

Rochester, St. Bartholomew’s Hospital.—Hon. Pathologist. £150. 

Royal National Orthopedic Hospital, 234, Great Portland-street, 
W.—H.S. At rate of £150. 

St. Helen’s County Borough.—Asst. M.O.H. 


£150. 


£656. 
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St. Helen’s Hospital, Lancashire.—Res. M.O. £250. 

St. John’s Hospital, Lewisham, S.E.—Cas. O, At rate of £100, 

St. Mary’s Hospital, W.—Asst. M.O. for X Ray Dept. 

St. Peter’s Hospital for Stone, d&c.—H.S. At rate of £75 p.a. 

Samaritan Free Hospital for Women, Marylebone-road, N.W.— 
H.S. At rate of £100. 

Sheffield Royal Infirmary. At rate of £80. 

Sydney University, New South W ‘ales, Australia.—Professorship 
of Psychiatry. £1100. 

Warrington Infirmary and Dispensary.—Sen. H.S. £250. 

Western Ophthalmic Hospital, Marylebone-road, N.W,—Sen,. and 
Jun, Non. Res, H.S.’8. At rate of £150 and £100 respectively 
Also Hon. Asst. 8. £100 guineas. 

West-Fnd Hospital for Nervous Diseases, Regent's Par':, N.W.— 
Jun. H.P. At rate of £100. 


West London Hospital, Hammersmith-road, W.—One H.P. 


and 
Two H.S.’s. Each at rate of £100. 


The Chief Inspector of Factories announces vacant appoint- 
ments for Certifying Factory Surgeons at Wolsingham 
(Durham), Ormskirk (Lancashire), Witham (Essex), Gosport 
(Hants), Measham (Leicestershire), Thame (Oxfordshire), 
and Newhaven (Sussex), 





Births, Marriages, and Deaths. 


BIRTHS. 


BrRAIN.—On August 30th, to Stella, the wife of W. 
Brain, M.D., M.R.C.P.Lond., of Stonehill-road, 
a son, 


CLARK.—On August 15th, at Harthill, 
John Nichol Clark, of a son, 


Low.—On August 22nd, at Gloucester-place, W. 
Dr, W, Ale xander Low, of a son, 


MacKEITH.—On August 18th, at a nursing home, 
the wife of Dr. M. H. MacKeith, of a daughter. 


MILLER.—On August 25th, at Morven House, Lampton, Middle- 
sex, the wife of Dr. F, Currer Miller, of a daughter. 


MONTGOMERY.—On August 2Ist, at Parkside, Feltham, 
Middlesex, the wife of Dr. V.C. Montgomery, of a daughter. 


RoBERTs.—On August 23rd, at Vellore, S. India, the wife of 
Cc. L. Digby Roberts, M.B., Ch.B. Edin., D.T.M. and H. 
Eng., of Mariani, Assam, of a daughter, 


WAKELEY.—On August 27th, at Sussex House, 
avenue, W. 9, the wife of Cecil P. G. 
F.R.S .E. ., of a son. 


Warwick.—On August 30th, at Heathe roft, 
to Joan Warwick, M.R.C.S., L.R.C.P., 
Warwick, F.R.C. '3.—a’ daughter. 


tussell 
East Sheen— 


Sheffield, the wife of 


, the wife of 


Oxford, 


Sut herland- 
Wakeley, F.R.C.S., 


Hampstead Way, 
the wife of W. Turner 


MARRIAGES. 


H AMLETT—W aTson.—On August 26th, at St. Martin-in-the 
Fields, London, Ronald W. Hamlett, of Winsford, Cheshire, 
to Constance C. M. Watson, M.R.C.S., L.R.C.P. Lond., 
of London. 


MACKIE—ELWEs.—On August 24th, at St. George’s, Bloomsbury, 
by the Rev. Charles Mackie, Lieut.-Colonel F. Percival 
Mackie, M.D., F.R.C.S., F.R.C.P., Indian Medical Service, 
4 Mary Elizabeth Haddon, widow of Gervase Frank Weston 
Elwes. 


DEATHS. 


ApAMI.—On August 29th, J. George Adami, C.B.E.,M.D., 
Vice-Chancellor of the University of Liverpool. 


DEPREE.—On August 30th, Hubert Templer Depree, M.B., 
B.Ch. Camb., M.R.C.S. Eng., L.R.C.P. Lond., of 1, Higher 
Summerlands, Exeter. 


FRASER,—On August 19th, at Reipet, India, of cholera., Lieut.- 
Colonel W. J. Freser, F.R.C ., I.M.S., third son of the 
late John Fraser, Abpotsiord, “Ceylon, and Wolf Crag, 
Bridge of Alan, aged 4 


GASPERINE.—On August 19m, suddenly, in New York, U. 
John Jones Gasperine, M.R.C.S. Eng., L.R.C.P. 
D.P.H., of Willoughby-road, Hampstead. 


GLoverR.—On August 25th, in Spain, of diabetes, 
ten poms. illness heroically borne, James Glover, 
Ch.B., of Bentinck-street, W., aged 44 


Motony.—On August 20th, at Porlock, Somerset, FitzJames 
Molony, L.R.C.P.& S8.1L., aged 68, 


PoWELL.—On August 28th, after a few hours’ illness, at The 
Firs, W orcester-road, Sutton, Samuel Arthur Powell, 0. B.E., 
M. D. Belf., of Harley -street, W., and late of Bombay. 


Prick.—On August 16th, at Uppermill, David Price, M.R.C.S., 
L.R.C.P. 


F.R.S., 


8.A., 
Lond , 


after 
M.B., 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 





Hotes, Comments, and Abstracts. 


FOCAL SEPSIS IN ITS 
ASPECT. * 
By T. B. Layton, D.S.O., M.S. Lonp., 
SURGEON TO THE THROAT AND EAR DEPARTMENT, GUY'S HOSPITAL, 


RHINOLOGICAL 


EXCLUDING direct extension through the tissues or along 
a surface an infection may spread by a lymphogenous or 
an hematogenous route. The idea of the spread of acute 
disease from one site in the body to another by the blood 
stream has long been present in the mind of the physician. 
It preceded the discovery of micro-organisms ; it is one of 
the first that the student grasps on his entry into the wards. 
He realises the danger of suppuration ‘n a distant joint 
from acute osteomyelitis, whether of the temporal bone or of 
the head of the tibia. He is on the look-out for an abscess of 
the liver in appendicitis, or of the lungs in mastoiditis, and 
he calls the resulting condition ‘‘ pyemia.’’ The idea that 
a chronic disease may have a similar causation is more recent, 
and the student meets it at a later stage. It is prominently 
before us at present, and is in my opinion destined to have 
a permanent place of growing importance among 
concepts of disease. This, like all new ideas, 
careful thought. 


our 
requires 


Sepsis as a Cause of Chronic Disease. 


We mean by it that many chronic diseases are due to 
the constant absorption into the blood of organisms or of 
their toxins from some site distant from any lesions 
produced in the course of the chronic disease. The name of 
‘** focal sepsis ’’ has been given to this idea, and the place in 
which the organisms are developing or are manufacturing 
their toxins is known as the “ focus of infection ”’ or the 
‘* site or source of sepsis.’” These organisms may be residing 
in this site without ever having given rise to any symptoms 
therein, or to so few and trivial that the patient has taken 
no notice of them. On the other hand, they may have caused 
one or more attacks of acute symptoms which have entirely 
subsided, but which the patient has not connected with the 
chronic disease from which he is suffering. It is clear that 
if this concept of disease be correct the right line of treatment 
is to stop the constant absorption of organisms or of toxins 
into the blood-stream by removing or otherwise dealing with 
the source of sepsis. If we can do this we may expect, if not 
to cure the disease, at any rate very materially to alleviate 
the sufferings of the patient and to stay the further progress 
of the malady. It is also clear that if this prove to be the 
correct explanation of the pathology of any given chronic 
disease, it may also be the explanation of any other chronic 
disease of unknown pathology. Therefore it is right for 
us to investigate this latter disease along similar lines, so long 
as we are not doing our patients any harm thereby or 
subjecting them to any unnecessary risk. The situations 
in the body which have been found to be possible foci of 
infection may be put under three groups. First, there is 
the alimentary group, which includes such sites as the 
gall-bladder, the appendix, or the colon as a whole; secondly, 
there is the genito-urinary group, which includes the glands 
of the prostate in the male and the cervix uteriin the female ; 
and thirdly, the group in the upper respiratory tract which 
is our more immediate business. 

When, then, we have a patient suffering from some 
chronic disease the pathology of which, we think, might be 
explained on this concept of focal sepsis, we should, if we 
were scientific, investigate all the sites in each of these 
three groups; we should see whether there is any disease 
in all or any, and whether we can cultivate a pathological 
organism therefrom. But in clinical medicine we can never 
be scientific ; we can only apply the advances which science 
gives us to our art of healing. Or put differently, the science 
of the clinician differs from the science of the laboratory 
worker, and the former is most truly scientific when he realises 
his limitations and does not try to plan his investigations 
on a patient along the same lines as the laboratory worker 
plans experiments which are subject to controls. 

Thus, in the hypothetical case before us, the routine 
investigation of the first two groups is ruled out, the first 
by danger and by expense, the second by decency. To the 
investigation of the third group these objections do not 
apply, and this may explain why, in spite of certain brilliant 
successes, there have been many disappointments. For 
the person who examines such a case may be a believer, who 
quite subconsciously sees what he wants to see or what he 
is asked to see; or he may be a conscientious sceptic, who 
will not make a deduction until he has proof, who will not 
report definitely that there is a source of sepsis in the upper 
respiratory tract unless he is certain that it is there, and 


* Based on a clinical lecture delivered at Guy’s Hospital. 
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who requires the more proof to give this report the more 
often he hears of its being given by other observers on what 
he believes to be insufficient evidence. The relative ease 


with which the potential foci are investigated forms, then, 
one difference between the third and the other two groups. 


Various Sites of Origin. 

The various sites in the upper respiratory tract which 
are or may be foci from which sepsis spreads to different 
parts of the body fall under three subheadings: those 
connected with the teeth, those connected with the sub- 
mucous lymphoid tissue, and those connected with the 
mucous membrane of the nose and its accessory sinuses. 
It would as ill behove a rhinologist to give opinions on dental 
surgery as upon urinary surgery, were it not that the former 
is so near his own part of the body that he is bound to acquire 
opinions on certain points which must be considered later. 
Of the lymphoid tissue it is the faucial tonsils with their 
deep crypts which form the important masses ; the pharyngeal 
and lingual tonsils and the smaller masses of lymphoid 
tissue scattered about the lateral and posterior walls of the 
pharynx have not as yet been accused of being sites of 
sepsis, nor would it appear that they are likely so to become. 
With the nose it is different. Up to now it has been the 
sinuses to which attention has been paid; it may be a 
profitable line of investigation to consider whether the 
mucous membrane of the nasal foss# proper, with the naso- 
pharynx added, may not equally be a site from which 
organisms or their toxins may spread to distant parts of 
the body. For the present, however, we may say that the 
two structures which have to be considered are the masses 
of lymphoid tissue which form the faucial tonsils and the 
mucous membrane lining the accessory sinuses of the nose. 
Now both these structures have this in common—that it is 
a part of their function to destroy the organisms which are 
constantly entering the nose and mouth. This paradox is 
therefore true that these structures are most normal when 
they show signs of resistance to infection—in other words, 
when they are inflamed. In this lies the second great 
difference between these and the sites of sepsis in the other 

ups that I have mentioned. If the bacteriologist can 
nd a streptococcus in the feces, it is probable that this 
organism is present in the colon to an extent which is 
above the normal. If after massage of the prostate organisms 
can be found in the threads that are in the urine, it may be 
considered conclusive evidence that here is a potential 
focus of infection, and the same may be said when a 
pathogenic organism is cultivated from the cervical canal. 
But, in the present state of our knowledge, it cannot be 
said that the mere finding of an organism in the crypts of 
the tonsil before or after removal, or the mere presence of an 
organism in the washings from a sinus, is evidence that 
either of these positions is a site from which focal sepsis 
may arise. In other words, a minor degree of infection of 
the tonsil or of an accessory sinus is neither a clinical nor 
a pathological ‘‘ entity,”’ whatever that term may mean. 


Condition of the Tonsils, 

In considering whether the tonsils may be a source of 
sepsis there is a considerable number of cases in which the 
rhinologist can say that there is no doubt the tonsils should 
be removed, whether there be some distant disease or no; 
when this is done it is possible to watch the effect of their 
mere removal upon the course of disease and to make 
cultivations from them and see the effect of autogenous 
vaccines made from any pathogenic organism found therein. 
When all the evidence has been obtained one may say whether 
the condition of the tonsils had any relation to the disease 
in question. At the other end are a few patients in whom 
the rhinologist may say he does not think the tonsils can 
be a source of sepsis. Here he can seldom speak with 
dogma, and, indeed, it is doubtful whether he can ever 
long withstand cross-examination on this point. In fact, 
we may say without much fear of contradiction that the 
rhinologist can never be absolutely certain that the tonsils 
in any given case may not or cannot be a sourse of sepsis. 
Between these two there lies a large number of cases, perhaps 
the majority, in which it is a nice point whether or no the 
tonsils are a source of sepsis, and where the question of 
removal depends upon the importance to the patient of 
excluding every possible site from which the sepsis may 
arise. The decision on this point must lie with the physician. 
He alone can weigh all the pros and cons; he alone can 
weigh the likelihood of improvement of the general disease 
as the result of the report of the rhinologist, against the 
risk of the operation and in the light of other reports of 
other specialists who deal with different parts of the body— 
parts which may be, as it were, competitors with the tonsil 
for priority as sources of sepsis. The relation of the 
physician to the rhinologist may be a three-fold one. The 
former may, in the first place, instruct the latter to remove 
the tonsils, having made his own decision as to their condition. 
The rhinologist is then the mere hand-worker, devoid of 
responsibility for the decision, except that he should give 





warning if he thinks the physician has not adequately 
estimated the risks of the operation. In the second place 
he may ask the rhinologist his opinion as to whether the 
tonsils are a source of sepsis without relation to the specific 
disease. This is perhaps the best relationship of the three. 
The rhinologist will consider the condition of the tonsils 
and the history of any symptoms which may be referred 
to the throat. This two-fold investigation is very necessary. 
It is a condition in which the history, where properly obtained 
without suggestion and without vagueness, is almost as 
important as is the observation of the parts. It is but 
seldom that the tonsils can definitely be said to be a source 
of sepsis unless some symptoms referred to the throat have 
occurred. There must always be doubt in those cases in 
which the patient has never had a suspicion of any trouble 
with his throat until some general disorder has suggested 
the possibility of the tonsils being foci of infection. Lastly, 
the physician may ask whether the condition of the tonsils 
bears any relation to the disease from which the patient. 
suffers. In this the rhinologist should be careful how he 
approaches the case; it is not for him to give opinions 
based on general observations of disease, but only such as 
can be based upon such evidence that he may obtain from 
the case before him. This evidence is limited to the 
association in time, of some acute infection of the throat, 
and either the onset or,an exacerbation of the general 
disease. The patient may have observed that such exacerba- 
tions coincide with or follow after an acute tonsillitis or 
that the original onset came after a very severe or initial 
attack of this disease. Sometimes it is possible to observe 
changes in the throat during such an exacerbation, though 
the physician usually has a greater opportunity of watching 
these than has the rhinologist. 


Sinus Infection. 

The problems connected with the sinuses are similar- 
There are those cases in which suppuration in some cell is 
found, and the treatment of this is likely to lead to great 
improvement in any disease. At the other end of the scale 
it is impossible for any rhinologist dogmatically to say that, 
in the case before him, there is no sinus disease, Tucked 
away in some far distant cell may be a bead of pus which 
gives no evidence within the nose either by anterior or 
posterior rhinoscopy. Perhaps it is this impossibility of 
giving a negative opinion that causes a positive one to be 
made so often. The extent to which investigations should 
be made to find such a possible bead of pus is again a matter 
for the physician to decide. The puncture of the antrum 
is an easy operation, relatively devoid of danger, which 
yields results that are generally trustworthy. Not so the 
similar exploration of the sphenoidal or posterior ethmoidal 
cells; the results obtained from the washings are much 
less reliable ; less easy and certainly not devoid of danger ; 
sometimes even the cannula cannot be passed without a 
preliminary operation to relieve some obstruction at the 
front end of the nose, as when a deviation of the septum 
blocks the whole nasal fossa. How far the rhinologist 
should go in such an investigation must be a matter for the 
physician. It seems to be quite wrong to do so in any and 
every case where the disease has gone so far that much 
relief cannot be expected, or where the nasal examination 
reveals so healthy a mucous membrane that the chances of 
finding sepsis are minimal. Where the disease is in some 
early state, where if not checked it will cripple some young 
person, or spoil some vigorous life, almost any line of 
investigation may be justified. The physician alone can 
decide when he has received the rhinologist’s report. 

Short of suppuration there may be inflammation in the 
sinuses, and this brings us to a most difficult problem, 
difficult to diagnose when the mucous membrane of a sinus 
is so inflamed, and to decide whether such a minor inflamma- 
tion may act as a source of sepsis causing some distant 
lesion. In the present state of our knowledge, it would 
seem that we must observe the utmost caution in any such 
case. We must bear in mind the possibility of such a condition 
being present and acting as a source of sepsis, but we must not 
open every sinus from which a few organisms and pus cells 
may be extracted. 


Dental Sources. 


The dental diseases which are said to act as sources of 
sepsis are periodontitis, apical suppuration, and general 
caries of the teeth. There is no doubt that the last should 
always have attention paid to it before anything else is done. 
It is remarkable that physicians seem to look upon this as 
the least likely of the three to be the cause of focal sepsis ; 
they have even been known to send to the rhinologist for 
report patients with mouths full of broken-off stumps and 
of molars with large cavities. The other two, again, are 
diseases about the presence of which there may be room for 
great differences of opinion among dental surgeons. In 
deciding whether the tonsils should be first removed or the 
mouth made edentulous, the former may well elaim priority, 
unless the evidence in favour of the latter is overwhelming. 
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It is a great loss for a patient to have every tooth removed, 
especially a woman approaching middle age. There is 
many a one who has been dueonl from youth to old age in 
a few days by the loss of all her teeth. Further, the very 
plates the dentist makes may themselves act as a source of 
sepsis as much as the teeth he has previously removed. I 
am not yet sure that this is so, but I shrewdly suspect it, 
and I ask you to follow up this train of thought and see 
whether you can get any evidence on the point. 


HELIOTHERAPY : NATURAL VERSUS ARTIFICIAL. 
To the Editor of THE LANCET. 

Smr,—In your review on July 10th of Dr. Saidman’s book, 
“Les Rayons Ultra-Violets en Thérapeutique,”’ the following 
passage occurs :— 

‘We think it unfortunate that the author pins his faith so 
exclusively upon a photo-electric explanation of all the complex 
effects in living things which follow upon ultra-violet exposure. 
No doubt it plays some part in some of the processes, but there 
is so little direct experimental work in support of the theory 
that it would seem better to keep an open mind on the subject, 
rather than to reject summarily other facts which may bear 
upon the vital processes which are quickened so amazingly by 
judicious exposure to the rays,.”’ 

I wish to confirm the reviewer’s opinion from considerable 
personal experience. 

Heliotherapy was well known to the ancients, but when 
science discovered the curative properties due to the ultra- 
violet or invisible actinic rays outside the solar spectrum, 
medical attention turned to devising apparatus by which 
those rays could be produced artificially whenever and 
wherever required. Thus were brought about the quartz 
lamp and other electrical devices which generate ultra- 
violet rays, and these have been used with marked success in 
urban communities where the upper atmosphere is nearly 
always laden with soot and other impurities, or where the 
geographical position and general physical conditions tend 
to the frequent occurrence of fog, cloud, and lack of sunshine. 

At first it was considered possible that exposure of the 
body, either wholly or in part, to artificial sunlight would 
be as efficacious as exposure to the sun itself, but this is 
now proved by actual experience to be an error. Natural 
heliotherapy possesses further advantages derived from 
climate and locality, whether on the seashore or in the higher 
altitudes of the Alps. This can be partially explained by 


the inability to reproduce in our hospitals, nursing homes, 


and sanatoria the scenic surroundings, the exhilarating 
effects of the pure and bracing atmosphere, and the results 
of solar radiation due to reflection from the immense mirror 
of the sea or from the snow fields in the mountains. This 
is not to say that heliotherapy cannot be used with great 
advantage where the atmospheric and climatic conditions 
are less favourable, as will be realised by all who have read 
the recent note on heliotherapy in pulmonary tuberculosis, 
published in Tue Lancet by Dr. Wood, the medical 
superintendent of the Sanatorium for Sailors at Liphook. 

It is to the phenomenon of reflection and consequent 
multiplication of the actinic rays that Prof. Gioseffi and 
other a attribute the rapid curative power of 
natural heliotherapy in the case of children and young people 
suffering from anzmia, rickets, enlarged glands, and naso- 
pharyngeal trouble, where the treatment by artificial helio- 
therapy is tedious and uncertain. The success of the treat- 
ment of surgical tuberculosis by exposure to the sun 
combined with sea-bathing, was well illustrated in the 
columns of THE LANCET in an article by Mr. Battle describing 
the treatment at Dr. Pascal’s institution of Santa Maria, 
Cannes. For lupus and other skin diseases, where the 
general health of the patient is otherwise good, the 
artificial treatment has the advantages that the rays 
can be restricted to the affected part and the patient can 
be cared for in strict privacy, but in many other circum- 
stances, and especially where there is mental depression, treat- 
ment by natural heliotherapy, particularly in a special home, 
affords that most useful adjunct, the involuntary sugges- 
tion of the other patients. My experience at the Villa Iris, 
Alassio, confirmed by sojourn in other heliotherapeutic 
institutions, convinces me how much the general environ- 
ment conduces to the betterment of many classes of patients, 
especially those of the neurasthenic type. 

Such patients on their arrival at the home are inclined to 
keep to their own rooms and when out of doors to sit alone 
or wander about by themselves. This is encouraged here 
for the first few days and the newcomers are not asked to 
do anything except to take their sunbaths and to rest during 
prescribed hours. Rested and soothed they gradually 
become aware—at first subconsciously, but in a few days 
consciously—of the happiness of their fellow patients. They 
notice their merriment when going into the sea or basking in 
the sun in bright bathing costumes until it is time for another 
bathe. After a few days the depressed subjects begin to think 
that life is worth living and gradually they mix with the other 
patients, enter into their interests, and take part in games. 





At the end of the first fortnight they feel the improvement 
in both mental and physical condition following on the 
exposure to the sun and air, the sea bathing, the mental 
diversion, the prescribed periods of rest, and the suitable 
food, and from this point the progress should be satisfactory. 

At Alassio, on the Italian Riviera, the temperature of the 
Mediterranean varies from 70° to 78°F. during the months of 
July, August, and September, and it is no uncommon thing 
for people to bathe four and five times a day. Nor are the 
summer months unendurable on account of the heat. At 
Alassio, speaking from personal experience, although the 
temperature is high it is always tempered by breezes, and 
the atmosphere is dry so that the heat is never oppressive. 
This fact should be more widely known. The “‘sabbiatura,”’ 
or hot sand bath, we have found is most valuable for the 
treatment of muscular rheumatism, neuritis, synovitis, and 
forms of osteo-arthritis. Finsen said: ‘‘ Nothing can replace 
the light of the sun which is the only, the indispensable, the 
irreplaceable source of vital energy.”’ 

I am, Sir, yours faithfully, 
F. ALEX. BARTON. 
Villa Iris, Alassio, Italy, August 20th, 1926. 


THE “ AGLA”’ MICROMETER SYRINGE APPARATUS. 


THE accurate instrument for the measurement of extremely 
minute quantities of liquids, described by Dr. J. W. Trevan in 
the Biochemical Journal (vol. xix., No. 6, pp. 1111), is now 
obtainable from Burroughs Wellcome and Co. It is known 
as the ** Agla’’ Micrometer Syringe Apparatus and is suitable 


Vest "AGLA’ e«-«« 


for the measurement of volumes from 0-5 c.cm, (with an error 
of less than +-0°1 per cent.) to those as small as 0-001 c.cm. 
(with an error of less than 5 per cent.). Inimmunological 
work the instrument can measure volumes of the order of 
0-01 c.cm. with an error of less than +1 per cent. In the 
illustration the instrument is shown assembled for use. The 
syringe is firmly clamped at A and should be so arranged 
that it is not quite empty when the micrometer is screwed 
down to the zero mark. Supplied with the apparatus is a 
syringe of such a size that a 0-5 mm. movement of the piston 
(one turn of the micrometer head B) will eject 0-01 c.cm. The 
syringe is filled by unscrewing the micrometer head and 
drawing up fluid by moving the piston by hand. If the 
filled instrument is allowed to stand for any considerable 
length of time, evaporation will cause the liquid to retreat 
slightly from the end of the needle so that, after standing, 
the first 0°01 c.cm. should be rejected. 

The apparatus enables a fine degree of accuracy to be 
attained in various delicate laboratory processes such as 
immunological titrations with very small quantities of 
serum; the calibration of pipettes of small volume (for 
this purpose an ordinary fine hypodermic needle should be 
used and the required volume injected into the pipette by 
inserting the needle just inside the end of the capillary) ; 
microchemical titrations and micro-gas analyses, in which 
the instrument may be used as a burette. 


EVACUATION OF WOUNDED BY AIR. 

In the French Army 3000 wounded men have been 
evacuated by aeroplane during the last six years, and the 
Archives de Médecine Militaires proposes to issue from time 
to time reports upon the current methods. The original 
idea was to make the wounded more comfortable, but that 
motive has dropped into the background, the main aim 
now being to save life by swifter transit to hospital. A 
perforating wound of the abdomen must be operated on 
within six or at most eight hours if it is to recover, and the 
best treatment for other wounds is primary suture, quite 
likely to succeed if done within six hours, with gradually 
lessening hope to the forty-eighth hour, after which it will 
do no good. Then, too, the dangerously wounded with 
fractures of thigh, spine, or skull should be taken at once 
to base hospitals. The great difficulty of aerial evacuation 
is the want of landing grounds near to the fighting line and 
near to the hospital. Some earth travel is unavoidable on 
each side of the air trip, but it must be shortened as much 
as possible. The general service French air-ambulance is 
the Breguet limousine, which carries two patients lying and 
one sitting, weighs two tons loaded, and travels at 100 miles 
per hour; but that requires a landing ground of 660 yards 
square, not so easy to find, especially at the front. Another 
type of air ambulance has now been put in service, the 
Hanriot HD 14, which carries only one lying case, weighs 
three-quarters of a ton, has a speed of hut 70 miles per hour, 
and requires a much smaller landing area, These gave 
satisfaction in Morocco last year as they could go up close to 
the front line. They work together in pairs, pick up each one 
wounded man, and take him back to an arranged landing 
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place where their loads are transferred to a waiting Breguet» 
and then return to the front for more. There were 26 of 
them in Morocco, and 10 are promised for Syria. They are 
considered to give the best results that can be expected until 
the helicopter is further developed. 


PUBLIC HEALTH IN NORTHERN RHODESIA. 


A REPORT on the affairs of this Protectorate for the year 
1924-25, signed by Mr. Richard Goode, the chief secretary, 
has been issued by the Colonial Office. In this it is stated 
that there has never been a complete census of all persons 
in the protectorate, but that the figures relating to the 
European population are known, whilst a fairly accurate 
estimate of the native population may be obtained from 
the native tax returns. By this means it is computed that 
the native population numbers rather more than 1,100,000. 
No figures to show the birth- and death-rates among natives, 
or their immigration and emigration, are available. The 
European population on April Ist, 1924, numbered 4182, 
of whom 1919 were adult males and 1016 adult females. 
During the year 107 births and 40 deaths occurred. The 
Asiatic population is estimated to be approximately 60, 
and the number of “ coloured ’’ persons about 150, The 
total of immigrants, exclusive of natives, was 438, of whom 
407 were British subjects, 15 were American, and 16 belonged 
to other nationalities. 

The Government maintains European hospitals at 
Livingstone, Broken Hill, Lusaka, Mongu, Fort Jameson, 
and Kasama, Native hospitals are also maintained at 
these places and at Magabuka, Fort Rosebery, and Ndola. 
During the year 495 Europeans were admitted to hospitals, 
and of these nine died. No figures as to the number of 
Europeans treated outside the hospitals are available. 
The total number of deaths among Europeans was 40; 
of these 8 were due to blackwater fever, 2 to malaria, 2 to 
enteric, 1 to dysentery, and the remainder to various non- 
climatic diseases, besides 1 from accident, 1 from suicide, 
and 3 from premature birth. In the same period 5887 
natives were treated as in-patients and 49,575 as out- 
patients. Among these there were 368 deaths. Amongst 
the natives influenza accounted for 1500 cases, of which 
74 died ; 1183 of these cases and 51 of the deaths occurred 
at Broken Hill. 

The Incidence of Disease. 

Syphilis is widely distributed, but it has not been found 
possible to do more than provide treatment for those who 
make application for it, and they are few. Similarly, the 
spread of tropical ulceration is due largely to the return to 
their homes from places of employment of untreated or 
incompletely treated natives, who will rarely consent to the 
rather lengthy treatment necessary for a cure. Leprosy 
cases reported numbered 2789, an increase of 120 on the total 
report in the previous year, but it is doubtful if these 
figures show the full extent of the disease. No compulsory 
segregation has been attempted; such a policy could 
only be made effective by stringent regulations, backed by 
a larger expenditure of money than can at present be 
made available. Most satisfactory results in the treatment 
of yaws have been obtained from the use of bismuth and 
sodium tartrate. This treatment was actively carried out 
in the districts on the Congo border where the disease is 
most prevalent. Arrangements have been made to provide 
treatment for the old or infirm who are unable to travel 
to a hospital to get it. 

Small-pox, originating in Angola, appeared in the Balo- 
vale sub-district of Barotseland in August and spread to 
two neighbouring sub-districts, 128 cases and 27 deaths being 
reported. By stringent preventive measures the outbreak 
was soon controlled. Another outbreak, introduced from 
the Belgian Congo, occurred in the Kasempa and Mweru- 
Luapula districts, but it was also kept under control. 
Altogether, in the whole territory, 201,366 persons were 
vaccinated in the course of the year. 

Sleeping sickness and the existence of tsetse-fly continue 
to provide a problem, the solution of which is of vital 
importance to large areas of the territory. Nevertheless, 
during the year, investigation into the disease could be 
earried on in only one area, that of the Luangwa Valley, 
where Dr. Kinghorn was at work. That part of the valley 
which was the subject of this year’s investigation stretches 
from Fundu at the southern end for a distance of 400 miles, 
in a north-westerly direction to where the Wira River 
joins the main stream, and, as the valley may be said to 
average 50 miles in breadth, comprises an area of some 
20,000 square miles. The mean altitude is about 2300 feet 
above sea-level, and the climate is more tropical than most 
of the rest of the territory. Dr. Kinghorn found that an 
exceptionally large proportion of waterbuck and _ bush- 
buck were infected with Trypanosoma rhodesiense, and 
noted that waterbuck were extremely plentiful in the 
vicinity of certain ——— which had suffered severely 
from sleeping sickness. e lays stress, however, on the fact 


that the infection has never assumed epidemic proportions. 





The oldest natives stated that they had known the disease 
all their lives, and such evidence as is available tends to 
corroborate this. Their testimony also agrees with the 
results of this and previous investigations to the effect that 
the disease appears in an extraordinarily sporadic manner, 
that cases are widely scattered, and that its incidence js 
small. Dr. Kinghorn’s conclusions support the theory that 
the trypanosoma is essentially a parasite of game, and that 
man is ordinarily resistant to infection. There is no evidence, 
however, to show that he acquires any immunity from it, 
Limited resettlement was permitted during the year in 
the de-populated areas on the shore of Lake Tanganyika, 
but, though Glossina palpalis is still abundant there, no 
ease of sleeping sickness ~ been reported. It is difficult 
to account for this, but the suggestion has been made, purely 
as a conjecture, that the trypanosomes may possibly have 
died out during the intervening years. 


PROGRESS IN FIJI. 

In his report for 1924 the Hon. D. R. Stewart, Acting 
Colonial Secretary, mentions that, historically, the most 
important feature of the year was the celebration at Levuka, 
on Oct. 10th, of Fiji’s jubilee as a Crown colony. Fifty years 
have brought about a vast change in the constitution of the 
colony’s population, which at the time of cession consisted 
almost entirely of aboriginal natives and some 2000 Europeans 
and other whites. The native population at the present time, 
while being still the largest section of the community, numbers 
only approximately 20,000 more than the total Indian 
population, and, notwithstanding repatriation, less than 
three times the number of Indians born in the colony since 
immigration first commenced in 1879. The total population, 
according to the 1921 census, was 157,266 (84,475 native 
Fijians, 60,634 Indians, 3878 Europeans, and some Polynesians 
and others). The health of the colony during 1924 was 
satisfactory. There were very few cases of dysentery, and, 
apart from a localised epidemic at Nadi, very little typhoid 
fever. Inthe later months of the year influenza was prevalent 
throughout the colony; it was of a mild type. Infantile 
mortality, which is satisfactorily low among other races in 
the colony, is still too high among Fijians. The campaign 
against ankylostomiasis was continued during the year, 
and nine-tenths of the population have now received treat- 
ment. Marked improvement in general health has resulted. 
Examination shows that after the second treatment the 
number cured is 73 per cent. and that the infection remaining 
is slight. The Colonial War Memorial Hospital of 113 beds 
at Suva and the Lautoka Hospital of 46 beds for East 
Indians, serving a population of 35,000, are now completed. 
Over 5000 Fijians received salvarsan treatment for yaws. 
Fourteen lepers were discharged from Makogai Asylum, as 
all signs of active disease had been absent in each case 
for over two years. The births during the year were: 
Europeans, 136; Fijians, 3015; Indians, 2280; and others, 
139. The deaths were: Europeans, 42; Fijians, 198% ; 
Indians, 325; and others, 42. The vaccination of native 
children was continued, over 1400 being inoculated in 
the course of 1924. The Indian population, which has 
now increased to 65,000, is for the most part resident 
in Suva and the sugar centres of the colony; it is 
in the main an agricultural population, though the numbers 
of Indians who are engaged in commercial pursuits tend 
to increase annually. The progress of the Fijian native 
has been considerable during the last 50 years. The 
mean shade temperatures at Suva for the year were 
71-3° minimum and 82-4°F. maximum, and the total 
rainfall at the same place was 168-80 inches. 


THE EFFECT OF ZINC ABSORPTION UPON HEALTH, 

ZINC is so commonly associated with lead, arsenic, and 
cadmium that symptoms among workers where zinc ores 
are smelted and refined, and zinc products are made, may 
possibly be due to other substances. In the August number 
of Industrial ri, R. P. Batchelor, J. W. Fehnel, R. M. 
Thomson, and K. R. Drinker discuss cases reported by 
others from this viewpoint, and find them wanting. A 
crucial test is then described in detail wherein 24 workmen 
who, over a period of years from 2 to 35, had been regularly 
exposed in atmospheres dusty with metallic zinc, zinc oxide, 
and zinc sulphide, were placed under observation in hospital 
and thoroughly overhauled. The interest in the test centred 
on the fact that the ore, Franklinite, from which the various 
dusts originated, contained only minute and negligible traces 
of lead, cadmium, or arsenic. Three case-reports are given 
in detail; in addition to past history each system of the 
body was examined intensively, including radiography of 
the chest. Nothing abnormal could be detected, even though 
the zinc content of the blood per 100 c.cm. was 0°455 mg. 
as against 0-387 for controls, and of the urine was 1-06 mg. 
as against 0-80, while zinc in 24-hour feces was 46°77 mg. 
as against 9:32. The evidence is clear that abnormal amounts 
of zinc may enter and leave the body for years without 
causing symptoms detectable clinically or by laboratory 
examinations. 





